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I make no apology for the presentation 
to a general audience of a paper on prenatal 
care. 
needed as long as there are annually in the 
United States approximately 20,000 mater- 
nal deaths, two-thirds of which are pre- 
ventable, and 150,000 fetal deaths, half of 
which are preventable, quite aside from the 
enormous fetal loss which results from 
abortion. We once had the unenviable 
reputation of losing more mothers in child- 
birth in this country than did any other 
country in the registration areas of the 
world. Fortunately that is no longer true. 
But this nation, which has the highest 
standard of living on earth, still has far to 
go before its maternal and fetal death rate 
comes anywhere near the irreducible mini- 
mum. 


It may be trite and axiomatic to say that 
the prevention of maternal and fetal deaths 
is almost 100 per cent dependent on the 
kind of care the mother receives before her 
labor begins, but it is worth saying again. 
For a large proportion of the women in this 
country still do not receive the proper care 
during pregnancy, and many of them do 
not receive any care at all. For this there 
are a number of very obvious reasons. In 
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ciety, January 22, 1945. 

+From the Department of Obstetrics and Gyne- 
cology of the School of Medicine of Louisiana State 
University, Department of Obstetrics of Touro In- 
firmary. 


I do not believe that any apology is. 


the poorer and more sparsely settled parts 
of the United States, such as the barren 
Appalachian Mountains, the swamps of 
Florida, and the “deep bayou country” of 
Louisiana, few persons can afford to pay 
for medical care, even if physicians, who in 
all fairness have a right to expect some re- 
turn for their long and expensive training, 
can afford to settle in them. In Louisiana 
there are only one or two large cities, only 
a small number of large towns, a large 
rural population, and a large negro popula- 
tion. As a result, in 1942, only 53.8 per 
cent of all births in this state occurred in 
hospitals, against 69 per cent for the coun- 
try as a whole, only 20 per cent were at- 
tended by physicians outside of hospitals, 
against 25 per cent for the country as a 
whole, and 27 per cent were not attended 
by physicians at all, against 7.7 per cent 
for the country as a whole. 

The maternal and fetal death rate in 
Louisiana, it is true, has shown a marked 
improvement in recent years, undoubtedly 
as the result of the extension of public 
health facilities, but it is still much higher 
than for the whole country. How to change 
this situation is not a part of this discus- 
sion, though the training and supervision 
of midwives would certainly improve it. 
This is a perfectly feasible plan. Under it 
the midwives of Philadelphia, for instance, 
achieved a maternal mortality so much bet- 
ter than the mortality of physicians in that 
city that Dr. Brooke Anspach pessimistical- 
ly wondered whether the modern obstetri- 
can ought not to be regarded as a real men- 
ace to the community. 

Be that as it may, there_are not enough 
of him. Seventy-five per cent of all the 
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births in the United States are not attended 
by obstetric specialists, and the fact that 
for practical reasons they cannot be, par- 
ticularly in the present emergency, makes 
me somewhat out of patience with specialty 
groups who are refusing to qualify practi- 
tioners in small towns because they are do- 
ing too much obstetrics. On the other hand, 
there is no excuse for a man who under- 
takes to do obstetrics, whether from patrio- 
tic motives or otherwise, not doing it prop- 
erly. And the basis of proper obstetrics is 
proper prenatal care. 
THE PLAN OF PRENATAL CARE 

Prenatal care begins when a woman sus- 
pects that she is pregnant and consults a 
physician. Ideally, and quite impractically, 
it should begin with a medical examination 
before pregnancy occurs, which would 
mean, in a small proportion of cases, that 
conception would be advised against. It is 
an encouraging fact, however, that most 
women who plan to be delivered by an ob- 
stetrican, and an increasing proportion of 
women who plan to be delivered by a phy- 
sician, now place themselves under medical 
care at once. As a corollary, they thus 
place upon their medical attendants the re- 
sponsibility for their welfare, and that of 
their unborn children, with the proviso, of 
course, that they themselves follow the reg- 
imen laid down for them. 

The general plan of prenatal care in- 
cludes : 

1. A detailed history, a complete physi- 
cal examination, a careful pelvic examina- 
tion, and certain essential laboratory ex- 
aminations, all of which are carried out at 
the first visit, the first consideration of 
which is to determine that the patient is 
actually pregnant. If her menstrual his- 
tory is irregular and if physical and pelvic 
signs are not clearcut, the Aschheim-Zon- 
dek test, or one of the less complicated tests 
recently introduced, should be performed. 

2. Instructions for a hygienic mode of 
life, which include attention to bowel and 
bladder function; a properly balanced diet; 
provision for loose, sensible clothing and 
shoes with low heels; eight hours’ rest at 
night, preferably with a daily rest period 


also; moderate exercise, preferably walk- 
ing; restriction of smoking and drinking; 
prohibition of sexual intercourse after six 
months, of tub baths after seven and a half 
months, and of douches at any time. 


3. Reference of the patient to her den- 
tist, and to consulting physician as neces- 
sary. 

At the first visit the proper relationship 
between physician and patient should be 
established. She should be told that gesta- 
tion is essentially a physiologic function 
and is likely to remain so in a woman un- 
der supervision, who follows her physi- 
cian’s instructions. But she should also be 
told that it is a process which may become 
dangerously pathologic in a very short 
time. Therefore she should be warned to 
report to the physician without delay any 
apparent abnormality. As a result, the 
physician is likely to be disturbed unneces- 
sarily a good many times, though he is very 
unlikely to have among his cases many 
complications not detected in their in- 
cipiency. Furthermore, a woman of self- 
control and intelligerice will not have many 
complaints, while women of other tempera- 
ments will have a good many, regardless 
of instructions. 


ASSOCIATED DISEASES 

The detailed history taken at the first 
visit should cover not only the symptoms 
and signs of pregnancy but also all the 
facts of the previous history. Questioning 
should be specific as to previous pregnan- 
cies, with special reference to abnormalities 
of gestation and delivery, and to such previ- 
ous diseases as tonsillitis, scarlet fever, 
diphtheria, rheumatic fever, pyelitis and 
other renal diseases, cardiac and pulmonary 
disease, diabetes, and allergic states. 

Neither in the history-taking nor the 
physical examination should it be assumed 
that the pregnant woman has nothing the 
matter with her except her pregnancy. The 
burden of proof should rest upon the 
demonstration that this is the situation. 
Furthermore, if another disease is found, 
the concept should be that the pregnancy 
complicates it, and not, as is usually stated, 
that it complicates pregnancy. The discov- 
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ery of another disease should usually im- 
ply prompt consultation with the appropri- 
ate specialist, though in most cases it does 
not imply therapeutic abortion. It might 
be well to point out at this time that the 
interruption of a pregnancy should never 
be undertaken on the responsibility of a 
single physician; for his legal protection, if 
for no other reason, a second opinion, prop- 
erly recorded, should be secured. 

Certain special diseases might be briefly 
mentioned. The association of pregnancy 
and diabetes, while possible, is unlikely, 
which is fortunate, since the effect of dia- 
betes on both mother and child is bad, and 
insulin therapy under these circumstances 
is less effective than usual. Furthermore, 
toxemia is estimated to be about fifteen 
times more frequent in diabetic than in 
non-diabetic subjects. The continuation of 
the pregnancy under skilled supervision is 
probably the wisest course. 


Unsuspected pulmonary tuberculosis is 
by no means uncommon in pregnant wom- 
en, and about its management there is no 
unanimity of opinion, though there is gen- 
eral agreement that conception should be 
prevented in a woman with active tuber- 
culosis, both because of the maternal risk 
and because the child is usually born with 
a constitutional inferiority. If it does oc- 
cur, the continuation of the pregnancy un- 
der proper medical supervision probably 
does less harm than therapeutic abortion. 
Latent or healed tuberculosis introduces 
minimum risks in pregnancy with careful 
management. 

Most of the 4 to 8 per cent of maternal 
deaths for which cardiac disease accounts 
occur in badly managed cases and in cases 
of decompensated disease. The opinion of 
the internist should be followed as to 
whether pregnancy should be terminated 
in decompensated disease; in a large num- 
ber of cases it should be. Compensated 
cardiac disease and rheumatic heart dis- 
ease offer only slightly increased risks un- 
der proper management. 

A patient with a previous history of 
pyelitis is fairly certain to have one or more 
exacerbations during pregnancy and de- 


mands particularly careful watching. The 
services of a specialist are frequently use- 
ful. A woman with serious kidney disease, 
especially if there is a history of nephritic 
toxemia, should not be permitted to become 
pregnant. If she does, therapeutic abor- 
tion and sterilization are indicated, for her 
risk increases with each succeeding preg- 
nancy. 


A blood serologic test should be carried 
out on every pregnant woman when she is 
first seen, for syphilis is no respecter of 
persons. It is more common in the lower 
social strata, of course, but it may occur at 
any level. A positive serologic test should 
be repeated, preferably by another technic, 
and if a second positive reaction is report- 
ed, treatment should be begun at once and 
should be continued to term and beyond. A 
patient with a history of syphilis, even if 
her serologic reaction is negative, should 
be treated intensively in every pregnancy. 
Whether penicillin, whose effects in other 
varieties of syphilis are apparently bril- 
liant, will in the future alter the treatment 
of syphilis in pregnancy it is too soon to 
say. 

It should also be emphasized that the 
pregnant woman in the course of her ges- 
tation is subject to all the surgical diseases 
which may occur in a non-pregnant woman, 
and which must often be treated as if they 
were more important than the pregnancy. 
Among these diseases are acute appendici- 
tis, fibroid tumors of the uterus giving rise 
to symptoms, dermoid cysts, which are in- 
clined to grow rapidly during pregnancy, 
and ovarian cysts with twisted pedicles. As 
a general rule, these are surgical emer- 
gencies, and from the maternal standpoint 
they must be treated as such. 


DIETARY REGULATION 

I do not have a great deal of use for 
elaborate dietary regulations in pregnancy. 
The pregnant woman should be made to 
understand the importance of a properly 
balanced diet, with adequate supplies of 
proteins, carbohydrates and minerals, and 
an adequate but carefully restricted amount 
of fat. We have now learned that there 


is no relationship, as was once believed, 
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between a liberal protein content in the diet 
and the development of toxemia, but rather 
the reverse, a deficiency of protein often 
being associated with toxemic states. 

The patient should be told that she may 
safely gain from 18 to 24 pounds in weight, 
depending upon her height and build, but 
that a larger gain is undesirable and may 
be dangerous. Excessive gains can be pre- 
vented by a moderate restriction of carbo- 
hydrates, and by a rather careful restric- 
tion of fats, which produce twice as many 
calories as do other food elements. No 
pregnant woman, however, need go hungry. 
It is almost impossible for her to eat too 
many vegetables and too much fruit, and 
if she rounds out her diet with them she 
will get all the vitamins she needs in their 
least expensive and most readily assimilable 
form. I see no point to the provision of 
vitamins or of any other food element from 
the druggist’s shelves when it can more 
readily be secured from a properly balanced 
diet. 

The patient may perhaps need to be 
warned against trying to keep herself thin 
for fashion’s sake, or against trying to 
keep her baby small. The first objective 
may have dangerous consequences. The 
second cannot be achieved. It is now be- 
lieved that hereditary and other factors 
have much more to do with the baby’s size 
and weight than does the maternal diet, the 
elements of which, however, must be ade- 
quate for the child’s development, since the 
fetus is a true parasite and will extract 
whatever it may need from the maternal 
organism. 

EXERCISE, OCCUPATION AND TRAVEL 

Violent exercise is contraindicated in 
pregnancy, but walking is safe, healthful, 
and fitted for any pregnant woman in 
whom any exertion at all is not undesirable. 
Women accustomed to driving their own 
cars may continue to do so, at reasonable 
speeds, until term. 

The modern obstetrician is often faced 
with a problem which did not trouble his 
predecessors, the question of the working 
mother. For economic and other reasons 
the modern pregnant woman frequently 
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holds a job, at which she wishes to continue 
to work as long as possible, and to which 
she may hope to return after delivery. 
Provided that the occupation is not one 
which requires night work, work with toxic 
substances, long hours of standing, or vio- 
lent motions, I see no reason why it should 
not be continued to within eight to ten 
weeks of term. 


Another problem which frequently con- 
fronts the obstetrician, particularly at the 
present time, is the safety of traveling. 
Like most obstetricians, I formerly forbade 
it, without, I grant, any reason other than 
the tradition of my obstetric ancestors. 
Diddle’s recent study on the effects, or 
rather the lack of effects, of travel on the 
incidence of abortion in a controlled series 
of cases furnishes, so far as I know, the 
first scientific data on the subject. They 
are worth repeating. Of 446 women stud- 
ied, 215 took no trips. The remainder 
travelled from 170 miles to 6,000 miles 
each, 127 miles in each case being over the 
rough and bumpy causeway which leads 
to Key West, where tthe study was made, 
from the nearest railroad. The incidence 
of abortion in the group which remained 
sedentary was slightly higher than the inci- 
dence in the group which traveled. For 
many reasons, particularly at the present 
time, it is wisest to advise the pregnant 
woman, in the absence of a legitimate 
cause for traveling, to remain at home, but 
an increased risk of abortion is apparently 
not among them. 


VAGINAL DISCHARGES 


The management of leukorrhea during 
pregnancy calls for a word of comment. A 
moderate vaginal discharge is physiologic. 
A severe discharge demands investigation 
and treatment. Whatever its nature, how- 
ever, it should not be treated by the instilla- 
tion of powder under pressure into the 
vagina. Fatal air embolism has followed 
this method of treatment within a few 
minutes. If treatment of a discharge is 
necessary, I insist upon making the topical 
applications myself, and I positively forbid 
douches. 
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TOXEMIC AND HEMORRHAGIC COMPLICATIONS 

It is not necessary to point out to such 
an audience as this that under proper pre- 
natal care the death rate of toxemias of 
pregnancy is reduced to a negligible pro- 
portion, the antecedent chain of events in- 
clude a reduction in their incidence because 
they are detected in their incipiency. The 
prompt reporting of untoward symptoms 
and the performance of urinalyses and of 
blood pressure determinations at frequent, 
regular intervals permit the institution of 
prophylactic measures when abnormalities 
develop, followed by immediate hospitaliza- 
tion and more active therapy if milder 
measures are not effective. 

The modern therapeutic concept is that 
the control of toxemia should take pre- 
cedence in the management of the preg- 
nancy. In other words, the old idea that 
immediate emptying of the uterus was the 
basis of the treatment of toxemia has been 
succeeded by the more rational concept that 
after the toxemia is controlled, measures 
to empty the uterus may be instituted as 
the circumstances of the particular case de- 
mand if the pregnancy has not already been 
terminated by natural means. The old plan 
was attended with a very high mortality. 
The new method is attended with far 
smaller mortality and sometimes, as in the 
recent report of 152 cases by Arnell and 
his associates from the New Orleans Char- 
ity Hospital, with no fatalities at all. 

The prompt report to the physician of 
any bleeding at all, at any stage of gesta- 
tion, will mean that some abortions can be 
prevented and that many lives can be saved, 
not only in placenta previa and premature 
separation of the placenta but also in the 
cases of ectopic pregnancy in which bleed- 
ing is part of the syndrome. In this con- 
nection it might be mentioned that a de- 
termination of the patient’s blood type at 
the first visit is a precaution which may 
pay rich dividends later. 

PELVIMETRY AND PELVICEPHALOGRAPHY 

The almost categoric statement can be 
made that there is never an excuse in a 
case under an obstetrician’s care for any 
period of time before labor for the develop- 
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ment of a crisis in which one must choose 
between the life of mother and child be- 
cause of a miscalculation as to size and 
architecture of the maternal pelvis, or of 
the fetal size. This is especially so, since 
we have become increasingly “pelvic con- 
scious” following the work of Caldwell and 
Moloy. That does not mean, of course, that 
promiscuous cesarean section is being ad- 
vised, or that a properly supervised test of 
labor is not permissible. It does mean, 
however: (1) pelvimetry early in preg- 
nancy; (2) its repetition at the end of eight 
months, together with a repetition of the 
pelvic examination, under sterile precau- 
tions, in an endeavor to evaluate the size 
of the presenting part in relation to the 
pelvis. At the same time, the station of 
presenting part is determined, and the ab- 
dominal palpation is carried out to identify 
the back and soft parts and to determine 
the fetal poles, and fetal heart tones 
auscultated. 


Pelvimetry should always include an 
accurate determination of the diameters of 
the pelvic outlet, chiefly the transverse and 
the posterior sagittal diameters. In certain 
cases it will immediately make clear that 
delivery by the vaginal route is impossible. 
This is true of generally contracted pelvis, 
certain types of contraction in various 
diameters, and certain pelvic deformities. 

More important, however, than the abso- 
lute pelvic measurements is the relationship 
of the passenger to the passage, that is the 
size of the maternal pelvis in relation to 
the size of the child. Until the recent in- 
troduction of pelvicephalography there 
might have been some excuse for miscalcu- 
lations in this regard, but they no longer 
exist. The use of external pelvimetry alone 
means that only the false pelvis is meas- 
ured, that there is no estimate of the size 
of the child, and that the safety of delivery 
by the vaginal route rests upon entirely in- 
adequate information. The eight months’ 
pelvic examination just described provides 
information as to the size and position of 
the child, and makes clear whether or not 
pelvicephalography should be carried out, 
which it should be in the presence of any 
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pelvic contraction, any irregularity of pel- 
vic architecture, and any abnormality in 
the size of the child. The examination 
should be made as near term as possible, 
though preferably before labor begins, 
since the complicated measurements re- 
quired in the combined Johnson-Ball meth- 
ed, which most authorities believe to be 
the most efficient thus far devised, are 
more readily and more accurately made on 
dry films. The recent report by Ané of 
his own and Menville’s results in 362 cases 
showed that the estimate of possible normal 
vaginal delivery was 99 per cent correct 
and the estimate of required operative de- 
livery was 85.2 per cent correct. 

It should be emphasized that 100 per cent 
accuracy cannot be expected. This method, 
in the first place, does not take the place 
of the obstetrician’s clinical judgment. In 
the second place, when a test of labor is 
permitted in abnormal cases, and even 
when the pelvis is normal in all respects, 
it makes no allowance for the molding of 
the fetal head or for the effectiveness of 
the maternal pains. 


SUMMARY AND CONCLUSIONS 

The plan of prenatal care which has been 
outlined is based upon simple common 
sense. There is no reason to make it com- 
plicated, even in the honest belief that 
women are more likely to obey complicated 
than simple instructions. 

It is based upon continuous observation 
of the patient by the physician. Office 
visits are made every two weeks during 
the first seven months of pregnancy, every 
week thereafter. Telephone reports are 
made whenever necessary, with personal 
observation according to the nature of the 
reports. In other words, the channel of 
communication between the patient and 
physician is never closed. This plan takes 
time and trouble, but it is abundantly justi- 
fied by the results. The proper way to 
reduce maternal and fetal mortality is to 
provide proper prenatal care. 

The responsibility of the medical profes- 
sion in the provision of prenatal care is two- 
fold. First, we must educate women to 
seek it early in their pregnancy. We can 
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no longer justify deaths due to lack of care 
on the ground that it was not sought. Sec- 
ond, we must see to it that the care we 
provide is of the sort which will not only 
save two lives but which will prevent those 
lives from ever being put into jeopardy. 
Unfortunately, that is not yet true. As late 
as 1937 Comyns Berkeley was making a 
statement that is still, regrettably, of very 
general application: “It is obvious from the 
mortality reports that . . . antenatal care 
falls far short of what might reasonably be 
expected both in quality and amount.” It 
behooves the whole profession to alter that 
sorry situation. 
DISCUSSION 

Dr. E. L. King (New Orleans): I have nothing 
to dispute. All I can say is that Dr. Levy has 
covered the ground adequately and to say that I 
am sorry more of the members of the Society are 
net here to profit by it. 

I wish to emphasize the fact that, as brought 
out, proper prenatal care is essential and will re- 
duce maternal mortality. It is a nuisance some- 
times, you might say, to have patients around all 
day long taking blood pressures and examining 
normal specimens of urine. You have to do that 
though to catch the abnormal cases; not wait until 
there are convulsions. 

Some system should be devised to get prenatal 
care over to all the population better than it is 
at present. There has been a great deal done in 
this regerd. More would have been done if the 
war had not come along and curtailed this, espe- 
cially in rural districts. There has been a great 
advance in Louisiana in the past fourteen years 
and when the fighting is over and we get back to 
norma! there will te still greater advance. 

Dr. Walter E. Levy (in closing): I have noth- 
ing to add. 


OVARIAN ARRHENOBLASTOMATA 


C. GORDON JOHNSON, M. D.+ 
NEW ORLEANS 


Of the few ovarian tumors that exert en- 
docrine influence upon the individual, the 
arrhenoblastoma by far presents the most 
colorful picture. It is also the rarest of 
the ovarian tumors, but in most cases the 
clinical findings are quite definite, and the 
diagnosis can usually be made preopera- 


+From the Department of Gynecology, Tulane 
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Charity Hospital of Louisiana. 
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tively. To date there have been approxi- 
mately 60 such cases reported in medical 
literature. Long and Ziskind* reporting on 
98 solid ovarian tumors from the New Or- 
leans Charity Hospital in a ten year period 
1932-1941 found one case of an arrheno- 
blastoma. My case was diagnosed during 
1943, and it is indeed unusual, considering 
the rareness of the condition, for two such 
tumors to be found in the same institution 
within a period of 12 years. Perhaps as 
these authors suggest, further study of 
solid ovarian tumors that in the past have 
simply been diagnosed as fibromas, may re- 
veal the presence of an arrhenoblastoma or 
some other member of the special ovarian 
tumor group, such as granulosa cell tumor, 
theca cell tumor, Brenner tumor or disger- 
minoma. 

The four conditions that must always be 
differentiated are; cortical tumors of the 
adrenal, pituitary basophilic adenomas. 
adrenal cell rests of the ovary and luteomas 
of the ovary. In adrenal tumors the 
breasts remain of normal size, and there is 
marked hirsutism. A tumor sometimes 
may be felt in the kidney region, and there 
may be other adrenal symptoms. In baso- 
philic pituitary adenomas the patients are 
usually obese and present other symptoms 
such as severe headaches, referable to a 
pituitary lesion. Hirsutism is not a 
marked feature. Adrenal cell rests may 
sometimes be found in an ovary and pro- 
duce a tumor that exerts a masculinizing 
influence upon an individual similar to 
those with an arrhenoblastoma. Such a 
tumor is usually a highly malignant one and 
the differentiation can only be made by mi- 
croscopic examination. The ovarian lu- 
teoma is considered by Schiller and Novak 
to be really a tumor of adrenal tissue in 
most instances; therefore a differentiation 
clinically would be a difficult, if not im- 
possible problem. 


The theories of origin according to Krock 
and Wolferman? are as follows: 


1. Hermaphroditic basis. Pick first 


suggested this, but it soon became apparent, 
however, that such was not tenable, because 
as a rule the patient has developed ana- 


tomically and physiologically as a normal 
female, until the tumor exerts its influence 
by changes in secondary sex characteris- 
tics. Bisexuality must be present from 
birth to be a true hermaphrodite. 


2. Gonadal protective effect. Halbon 
stated that the zygote is primarily male, 
female, or hermophrodite, and that the go- 
nads exert a protective effect, and not a 
formative influence upon the development 
of secondary sex characteristics. In other 
words, all primary and secondary sex 
characteristics are established from the 
beginning. For the full development of 
secondary sex characteristics a protective 
effect from the gonads themselves is neces- 
sary. The tendency of certain tumors to 
change these secondary sex characteristics 
may be due to the fact that the tumor itself 
exerts a hyperprotective effect upon late 
male elements, and when the tumor is re- 
moved reversion occurs because of with- 
drawal of the protective male element and 
resumption of normal ovarian function. 

3. Origin from latent male elements. 
Robert Meyer suggested that the cell mass 
destined to become the sex gland is at first 
indistinguishable as male or female, and 
that later cords of cells appear beneath the 
germinal epithelium, and extend down to- 
ward what later becomes the hilum. That 
in the male they become permanent as semi- 
niferous tubules, in the female they 
atrophy; the true ovarian structure is then 
built up around them and they become fos- 
silized in the “rete ovarii’’ as Novak® ex- 
pressed it. Mayer believes that these cells 
retain male potentialities. The unsolved 
question here is, however, what causes 
these abnormal cells to become so active 
that they overcome normally developed 
ovarian tissue. 


4. Teratomatous origin. Popoff in 1930 
suggested that these tumors may be one- 


‘sided teratomata, citing Ewing’s conclusion 


as to the origin of embryonal carcinoma of 
the testicle and L’Esperance’s concerning 
embryonal carcinoma of the ovary. Pick 
has stated that a single element in a tera- 
toma may predominate and suppress all 
others. Krock called attention to this in 
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1933 when he found cartilage in his case. 
Krock and Wolferman in 1941 reported on 
70 collected cases in which evidence is 
given to support the conclusion that from a 
purely pathologic standpoint, arrhenoblas- 
toma may represent one-sided teratomata. 
In 24 instances there were found sugges- 
tions of endermal tissue elements on rou- 
tine microscopic examinations, and sug- 
gested that serial sections might even show 
more. The case which I shall report offers 
additional circumstantial evidence in favor 
of this theory, as a dermoid cyst was found 
in the ovary which did not contain the 
arrhenoblastoma. 


Pathologically there are three types of tu- 
mors. First there is the highly differenti- 
ated “ovarii testiculari’’ described by Pick, 
in which the seminiferous tubules may be 
quite perfect and rete structures may be 
present. Secondly there is the poorly dif- 
ferentiated type where the growth consists 
of sarcoma-like cords or tubules of solid 
masses of cells, quite similar at times to 
granulosa cell tumors. Lastly, there is the 
intermediate group described by Meyer 
with atypical tubules and cords presenting 
great variation in structure, and often dif- 
ficult to identify, analogous to similar 
granulosa cell tumors. Recognition is 
often done through the discovery of a few 
tortuous cords or tubules of cells. 


Most authorities report very little mas- 
culinization in tumors that are of the well 
differentiated type, but this is not always 
true. The case which I am reporting showed 
marked masculinization, yet the micro- 
scopic picture is that of a well differenti- 
ated type. Konte and Ragins' report a case 
of the intermediate type in a patient aged 
47, who six weeks after removal of both 
ovaries and uterus, showed return of the 
clitoris to normal size and complete absence 
of hair on the chest. Boltuch® reported a 
case of the undifferentiated type in a wo- 
man aged 28, who twelve days after re- 
moval of the involved ovary, showed a be- 
ginning resumption of normal voice, and 
complete return of menstruation on the 
twenty-sixth postoperative day, with nor- 


mal breasts, and disappearance of abnor- 
mally placed hair. 


CASE REPORT 
The patient, a young colored female, aged 24, 
was admitted to the hospital on February 20, 1943, 
with a chief complaint of cessation of menses and 
pain, and mass in the lower right quadrant. 
P.1.: The present illness dates back to nine 
years ago when at the age of 15 she suddenly 


Fig. 1. 
ovarian tumor. February, 1943. 


Facial hirsutism before removal of the 


ceased menstruating. Menarche was at 11 years, 
with a regular cycle of thirty days, with a period 
of three days. The cessation of menses was sud- 
den and did not taper off. She went to see a 
physician who gave her some medicine and six 
months later she menstruated, but has not done 
so since. The patient noticed that her voice be- 
came harsher and deeper, the breasts became 
smaller and there was an excessive growth of 
hair over the body. It was necessary for her to 
shave daily. She states that she did not lose any 
sexual urge, and that she liked to go out and pet 
with the boys. 

The summer of 1942, she experienced a pain in 
the right lower quadrant with fever and slight 
nausea. She consulted a doctor in the country 
who sent her to Charity Hospital. 

P. H.: Patient was married at the age of 
The patient has for 


twenty, with no pregnancies. 
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the last ten years drunk large quantities of water 
and has passed more than a gallon of urine (by 
measure) several times at night. 

Recently she has had some blurring of her 
vision, and frontal and parietal headaches. She 
suffers from hot flushes. 


P. E.: P. B. 132/100, temperature 98.8°, pulse 


80, respirations 18. There is a thick growth of - 


hair on the upper lip, chin and throat. The thy- 
roid is palpable. 


Fig. 2. Showing patient just prior to operation. 


A large mass is felt in the lower abdomen 
measuring 10x 7 cm. The mass is tender. The 
hair on the abdomen is masculine in distribution. 

The clitoris is enlarged to the size of the distal 
phalanx of the little finger. The cervix is in- 
fantile in type. The uterus is small and retro- 
verted. The left ovary is prolapsed and en- 
larged and a large mass is felt in the right ad- 
nexal region. 

Laboratory: February 22, 1943, red blood cells 
4,150,000, hemoglobin 75 per cent, white blood 
cells 6,000, polys 60 per cent, lymphocytes 19 
per cent, monocytes, 19, eosinophiles 2 per cent. 
Urine negative on February 23 and March 4. 
B. M. R. on February 23. was +26, and February 
26, +11 per cent. X-ray of the skull on Febru- 
ary 23, lateral view, showed no evidence of ero- 
sion of the sella, abnormal convolutional mark- 
ings or calcifications. 

A preoperative diagnosis of arrhenoblastoma of 
the right ovary was made and on February 27 


the patient underwent a laporatomy. A _ supra- 
cervical hysterectomy, bilateral salpingo-oophorec- 
tomy and appendectomy was done; the left ovary 
being removed because it contained a tumor and 
the supra-cervical portion of the uterus being re- 
moved because both ovaries had to be. Her post- 
operative course was uneventful and she was dis- 
charged on the twelfth postoperative day. Stil- 
bestrol in dosage of 1 mg. three times daily was 
started on the fourth postoperative day and she 
was advised to continue this after leaving the 
hospital. She did not, however, do this. 
Pathologic Report, Gross Description: The 
specimen consists of a uterus, both tubes and 
ovaries, and a small portion of the cervix. The 
uterus measures 7.5x5x3cm. The myometrium 
is 1 cm. in thickness. The endometrial cavity is 
normal in size and the endometrium 1 mm. in 
thickness. On the left the fallopian tube is ad- 


Fig. 3. Dermoid of left ovary and arrhenoblas- 
toma of the right ovary. 


herent to an ovarian mass measuring 4.5 cm. in 
diameter. Its external surface is smooth and 
grayish-white in color. Cut section of this tumor 
mass reveals a cavity 3 cm. in diameter which is 
filled with soft yellow grumous material, and also 
some black hairs. 

The right ovary is composed of a mass 13 ecm. 
in diameter. Its capsule is white and smooth, 
but scattered here and there under the capsule 
can be seen hemorrhagic areas of varying sizes. 
The surfaces exposed by cutting show somewhat 
of a soft heterogenous surface composed of soft, 
yellowish, areas varying in size from 1 to 4 em. 
Scattered throughout are also nodular hemorr- 
hagic areas of varying sizes. Both these nodular 
areas are separated by trabeculations of fibrous 
tissue. A few small cysts up to 1 cm. in diameter 
are scattered through the tumor. The right fal- 
lopian tube is firmly adherent to the capsule and 
stretched. 

Microscopic Description: Section through both 
the tubes revealed a thickening of the wall with 
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some degree of fibrosis. A number of plasma 
cells can be seen in the wall. Small areas of 
glandular formation, composed of mucosal tubal 
glands can also be seen buried into the muscula- 
ture. The membrane is flattened and fibrosis 
can be seen in the stalks. The myometrium is 
normal. The endometrium is atrophic and shows 
early progestational changes. 

The left ovary reveals numerous corpora amy- 
lacia. Dense areas of hyalinization are present, in 
which is imbedded, here and there, calcareous ma- 
terial. In one area, groups of xanthomatous 
cells can be seen. In one area can be seen a cyst 
wall lined by a flattened epithelium. 

The right ovarian tumor consists in the main of 
tubular like structures with imperfect lumens. 
The cells composing these structures have large 
basally situated nuclei, the cytoplasm of which 
more or less streams into imperfect lumen. The 
nuclei are vesicular and the chromatin is gathered 
in clumps. The cytoplasm is eosinophilic and 
zranular. Here and there gathered in clumps 
throughout, are small areas of interstitial cells. 
The interstitial and supporting tissue is made up 
of strands of well formed connective tissue. In 
certain areas there is necrosis and hemorrhage. 
Occasionally, one sees, in small areas, neoplastic 
cells which have lost their polarity and are scat- 
tered as single or small nests of cells in the inter- 
stices of the connective tissue. 

The diagnosis was bilateral salpingitis, left 
ovarian dermoid cyst, atrophic progestational en- 
dometrium and arrhenoblastoma of the right 
ovary of adult type. 


FOLLOW UP OF CASE 
Before operation on February 27, 1943. 
1. Abrupt cessation of menses at 15. 


2. Onset of masculinizing traits at this 
time (deepening of voice, appear- 
ance of hair, a beard, masculine phy- 
sique, atrophy of breast. Progressive 
increase in sex desire, hypertrophy 
of clitoris (all progressive from 15 
to time of admission at 24). 

3. Had pain in lower abdomen, head- 
aches. 

4. Right abdominal mass found. 

5. Marked hypertrophy of muscles of 
shoulders and upper extremities. 

She was readmitted to the hospital on 
November 20, 1943. Since leaving the hos- 
pital she had noticed the following: 

1. Hot flushes—3-6 day. 

2. Night sweats. 

3. Decrease in number and intensity of 
headache. 


4. Marked increase in size of breasts. 


5. Loss of much hair on abdomen, back, 
arms, and legs. Still has beard, 
shaves twice a week, not so thick, 
and does not grow as fast. 


6. Decreased libido. 

7. No change in voice. 

8. Gain of 22 lbs. 

9. Some decrease of clitoris enlarge- 


ment. 

10. Muscles of upper extremity almost 
same. 

11. Chest plate negative for metastic le- 
sion. 


She was again put on stilbestrol in dos- 
ages of 1 mg. three times daily and advised 
to continue this drug until seen again. Her 
general health was excellent and_ she 
seemed quite satisfied with the results ob- 
tained following the removal of the pelvic 
organs. 

SUMMARY AND CONCLUSIONS 

A proved case of an arrhenoblastoma of 
the ovary in a 24 year old colored female 
has been reported with a follow up nine 
months after removal of the tumor. Mi- 
croscopic examination showed it to be of 
the adult or well differentiated type. Fol- 
lowing its removal the patient became more 
feminine but still retains some of the male 
characteristics that had developed in her at 
age 16. She retained her deepened voice, 
the clitoris remained somewhat larger than 
norma! and the muscles of the upper ex- 
tremity showed little change. She also re- 
ported that she still grew a beard that re- 
quired shaving, but much less than before 
operation. It is hoped that in time most of 
these male characteristics will continue to 
diminish. 

The finding of an early progestational 
endometrium was indeed interesting and 
rather difficult to explain. The presence 
of a dermoid cyst in the opposite ovary of- 
fers additional circumstantial evidence in 
support of the theory of teratomatous 
origin of the ovarian arrhenoblastoma. 

NOTE: I wish to acknowledge and also thank 
Dr. Bjarne Pearson of the Department of Path- 


ology, Tulane University, for his excellent de- 
scription of the tumor. 
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DIAGNOSIS AND TREATMENT OF 
SOME COMMON MEDICAL 
EMERGENCIES 


MARIDEL SAUNDERS, M. D. 
NEW ORLEANS 


INTRODUCTION 

The purpose of this paper is to gather 
together the diagnostic signs and symptoms 
and accepted methods of therapy of the 
common medical emergencies. 

Because of the magnitude of the subject, 
discussion will be limited to those situations 
in which the patient’s life is in immediate 
danger or in which failure to begin treat- 
ment at once will result in irretrievable 
damage to and inevitable death of the pa- 
tient. No attempt will be made to evaluate 
new and unproved methods. Authorities on 
the subject will be quoted, wherever pos- 
sible, and clinically tested methods outlined. 


SHOCK 

Shock arises from a great variety of 
causes,! but the essential pathologic physi- 
ology is the same in all cases—a dispropor- 
tion between the capacity of the vascular 
system and the amount of fluid within the 
vessels. If this disproportion is not reme- 
died at once, the patient will surely die. 

The patient in shock is pale, his expres- 
sion anxious, his skin cold, clammy and 
perhaps cyanotic. His pulse and respira- 
tion are rapid. His blood pressure and 
body temperature are low. This clinical 
picture and the presence of hemoconcentra- 
tion are sufficient evidence for diagnosis. 
Hemoconcentration is most readily and ac- 
curately gauged by hematocrit readings or 
by the falling drop method of determining 
specific gravity of the blood. The latter, 


since it requires only a drop of blood, is 
useful when collapsed veins make venepunc- 
ture difficult.? 


Treatment: (1). Morphine sulfate, 14 to 
14 grain, must be given at once, and re- 
peated in an hour, to control pain and rest- 
lessness.* 


(2). Plasma should be given by intra- 
venous infusion at once. If it is not im- 
mediately available, an infusion of physio- 
logic saline, 10 c. c. per pound of body 
weight, is advisable, while waiting for plas- 
ma to be prepared.t The amount of plas- 
ma required to restore blood volume to nor- 
mal is 100 c. c. for each point that the 
hematocrit exceeds 45 per cent.’ However, 
there is danger of precipitating cardiac em- 
barrassment and pulmonary edema if an at- 
tempt is made to replace, by one rapid in- 
fusion, the entire amount of lost fluid. It 
is wise to divide the doses of plasma, giv- 
ing one-quarter of the total amount during 
the first hour, one-quarter during the next 
two hours, one-quarter during the next 
three hours, one-quarter during the next 
four hours. 


(3). Oxygen, by nasal catheter, face 
mask, or tent, should be given to all pa- 
tients in shock and is especially indicated 
in respiratory conditions. 


(4). Adrenal cortical extract, 25 c. c. in- 
tramuscularly,* is a valuable adjunct to 
blood plasma. This dose may be repeated 
at the first sign of returning shock.’ 


(5). Heat should be used very cautious- 
ly. If the patient is swathed in blankets 
and hot water bottles, the compensatory 
constriction of his skin vessels will be re- 
placed by vasodilatation. This will serve 
only to deplete further the blood supply to 
his heart, lungs and brain, and to deepen 
his state of shock. A safe and effective 
way of gradually restoring body tempera- 
ture to normal is to place the patient under 
a heat tent arranged with several small 
electric light bulbs which may be turned on 
one by one.* 

HEMORRHAGE 

The types of hemorrhage most likely to 

be encountered on medicine wards are 
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hemoptysis, epistaxis, gastrointestinal hem- 
orrhage, and cerebrovascular accidents. 

A. Hemoptysis: Hemoptysis may result 
from pneumonia, tuberculosis, whooping 
cough, lung abscess or gangrene, bronchi- 
ectasis, spirochetal bronchitis, pulmonary 
neoplasms, blood dyscrasis, or cardiovascu- 
lar disease* such as mitral stenosis, pulmo- 
nary edema, or rupture of aortic aneu- 
rysm.’ Diagnosis is made by observation, 
when the patient expectorates large quanti- 
ties of blood. Rales, dulness on percussion 
and the patient’s complaint of pain in a 
‘particular area of the lung will usually 
serve to localize the bleeding site. 


Treatment: Treatment depends on the 
extent of hemorrhage. If bleeding has 
been profuse enough to cause shock, anti- 
shock measures as outlined above must be 
instituted, with the substitution of whole 
blood for plasma.* In less severe cases, 
treatment consists of measures to insure 
rest of the lungs, to promote clotting, and 
to collapse the involved lung.’ 


(a) Rest: (1). Absolute bed rest, with 
the patient’s head moderately elevated, is 
imperative. 

(2). Sedation in the form of barbitu- 
rates — sodium phenobarbital, 3 grains, 
should be given at once, and repeated as 
needed for restlessness. 

(3.) For severe cough codeine sulfate, 
14 grain, is preferable to morphine, which 
is too powerful a depressant. 

(4). A three to five pound weight placed 
on the chest decreases respiratory move- 
ments and keeps the patient quiet in bed. 

(b) Hemostasis: (1). One c. c. of surgi- 
cal pituitrin, 10 c. c. of 10 per cent calcium 
gluconate, 10 to 20 units of parathyroid ex- 
tract, or 10 to 15 c. c. of one per cent aque- 
ous solution of Congo Red, given intraven- 
ously, may be tried for their hemostatic 
effect. 

(2). If the hemoptysis is large and re- 
peated, ligatures around the extremities to 
lessen venous return to the heart, and 
thence to the pulmonary circulation, may 
be of value. 

(c) Collapse Therapy: Artificial pneu- 
mothorax is especially indicated in severe 
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tuberculous hemoptysis and is useful as an 
emergency measure in bleeding bronchiec- 
tasis or chronically bleeding lung abscess. 

B. Epistaxis: Epistaxis resulting from 
hypertension is frequently life saving to 
the patient, but occasionally may be so se- 
vere and so prolonged as actually to en- 
danger life. In these cases, anterior and 
posterior packs must be inserted into the 
nasal passages to control hemorrhage. If 
severe arterial bleeding recurs after remov- 
al of the packs, the patient should be re- 
ferred to an ear, nose and throat specialist 
for ligation of the bleeding vessels.* 


C. Gastrointestinal Hemorrhage: Gastro- 
intestinal hemorrhage may be caused by 
peptic ulcer, esophageal varices, malig- 
nancy, blood dyscrasias, acute gastritis and 
acute febrile diseases such as typhoid fever, 
malaria, yellow fever and malignant scarlet 
fever.® 


Acute gastrointestinal hemorrhage is ac- 
companied by hematemesis and melena if 
the lesion is in the stomach, by melena 
and/or the passage of fresh blood if the in- 
testines are involved. Depending on the ex- 
tent of exsanguination, systemic signs of 
hemorrhage—weakness, sweating, thirst, 
pallor, dizziness, and, in extreme cases, 
shock—may or may not be present. 


Treatment: (1). Emergency treatment is 
symptomatic. Absolute bed rest in the 
Trendelenberg position, a 24-hour period of 
complete starvation, warmth, sedation and 
typing and cross matching of the patient’s 
blood are the essential measures in all cases 
of gastrointestinal hemorrhage.'” 

(2). Sodium phenobarbital, 114 to 2 
grains,’ is often a more effective sedative 
than morphine, which tends to produce 
nausea, but the latter drug may be required 
if the patient is suffering from pain as well 
as restlessness and apprehension. The dose 
is 1/8 to 1/4 grain. Sedation should be re- 
peated often enough to keep the patient 
quiet and calm. 

(3). Immediate blood transfusion is not 
indicated except in cases where signs of se- 
vere blood loss or shock obtain. If the red 
cell count is below 2,500,000, or the hemo- 
globin below 50 per cent, or if the blood 
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pressure is falling and the pulse rate ris- 
ing rapidly, 300 to 500 c. c. of whole blood 
should be transfused in one-half to one 
hour. If no blood is immediately available, 
slow infusion of 500 c. c. of saline solution, 
with or without glucose, is advisable as a 
temporary measure. If the patient shows 
no signs of severe blood loss, watchful wait- 
ing is the best policy. The blood pressure 
and pulse rate should be checked every hour 
during the first day. If the pulse reaches 
130 a minute, or the systolic pressure drops 
below 90 mm. of mercury, transfusion is 
indicated.’ Further treatment depends on 
the cause of the hemorrhage and is beyond 
the scope of this paper. 


D. Cerebrovascular Accidents: Cerebro- 
vascular accidents include cerebral hemor- 
rhage and thrombosis, embolism and sub- 
arachnoid hemorrhage. The problem here 
is one of diagnosis. since the patient is in 
coma which must be differentiated from 
coma from other causes. A full discussion 
of all the differential points in these vari- 
ous conditions would constitute a paper in 
itself. However, there are a few charac- 
teristic signs and symptoms found in each 
condition which will usually make the diag- 
nosis. It is always necessary to perform a 
complete physical examination and labora- 
tory work-up, and, if possible, secure a his- 
tory from the patient’s relatives or whom- 
ever brought him in for treatment. 


In discussing the differential diagnosis 
the problem will be simplified somewhat, I 
believe, by dividing the various causes of 
coma into functional or extracranial causes 
and organic or intracranial causes. The 
former group includes diabetic coma, hypo- 
glycemic shock, uremic coma, drug poison- 
ing, alcoholic coma, hysteria, post-epileptic 
coma, heat stroke, heat exhaustion. In this 
group generalized convulsions and respira- 
tory changes are important physical find- 
ings and blood chemistry plays a significant 
role in diagnosis. ‘The organic group in- 


cludes meningitis and encephalitis, brain 
tumor and abscess, skull injury, brain 
trauma, and cerebrovascular accidents. In 
this group, localizing neurological signs, 
meningeal irritation and changes in the 
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cerebrospinal fluid are prominent. Al- 
though the finding of either one of these 
syndromes does not invariably indicate the 
type of lesion present, it does in a general 
way direct the attention in one or the other 
direction, and suggests the immediate need 
of blood chemistry determinations as 
against lumbar puncture, for example. 


FUNCTIONAL OR EXTRACRANIAL COMA 
The diagnosis and treatment of diabetic 
coma, hypoglycemic shock and uremic coma 
will be taken up later under the appropriate 
headings. 


(1). Acute Alcoholic Coma: A. history 
of alcoholism, or of a recent debauch, and 
the presence of an alcoholic odor on the 
breath, hyperemia of the face, throat and 
conjunctivae, and—in more severe cases— 
depressed respiration, cyanosis, dehydra- 
tion, enlarged heart, pulmonary rales, and 
low blood pressure will give a tentative 
diagnosis.'' This may be confirmed by 
finding a blood alcohol level of 300 mg. per 
cent or more.’* A careful check for asso- 
ciated head injury should always be made 
in these cases. 

Treatment: Emergency treatment of 
acute alcoholism consists in gastric lavage, 
direct stimulation of the respiratory cen- 
ter by caffeine, 0.3 gram, hot coffee, strych- 
nine 0.002 gram, or atropine 0.001 gram, 
reflex stimulation by means of smelling 
salts or ammonia water, or the administra- 
tion of aromatic spirits of ammonia." If 
the patient appears dehydrated, fluids can 
be administered through the stomach tube. 
If respiration is rapidly failing, artificial 
respiration may have to be instituted. In- 
travenous infusion of 10 per cent glucose 
in saline should be started at once." 

(2). Post-epileptic Coma: The history 
of a convulsion preceding the comatose 
state and the discovery of scars or fresh 
lacerations on the patient’s tongue, chin or 
occiput, especially if other physical findings 
are negative, will make this diagnosis.'! In 
the absence of any of these signs, the fact 
that the patient may be aroused from coma 
in fifteen or twenty minutes is fairly good 
evidence of the epileptic nature of the at- 
tack. 
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Treatment: No treatment is required for 
post-epileptic coma unless the patient is in 
status epilepticus and is passing from coma 
into convulsive attack without ever regain- 
ing consciousness. Here death from heart 
failure or exhaustion is to be feared, unless 
the attacks can be stopped. Intravenous 
injection of 5 to 714 grains of sodium phe- 
nobarbital is usually effective. If not, the 
inhalation of one of the volatile anesthetics 
may bring a cessation of the convulsions. 
Another method is the rectal administra- 
tion of 4 drams of paraldehyde in olive oil, 
after a cleansing enema. Intravenous in- 
fusion of 250 to 500 c. c. of 5 per cent glu- 
cose solution or normal saline should be 
given to combat the exhaustion following 
repeated seizures.'® 


(3). Hysteria: Normal reflexes, respir- 
ation and pulse, bizarre and irregular move- 
ments of the arms and legs, tightly closed 
eyes or rapid jerky movements of the eye- 
balls when the lids are forced open, are 
present, and dilated pupils, cyanosis, in- 
voluntary micturition, injury or laceration 
of the tongue are absent in hysterical coma, 
whereas the reverse is true of coma due to 
crganic causes.'* Hysteria is not a medical 


emergency and requires no immediate 
treatment. 
(4). Drug Poisoning: Barbiturates, 


carbon monoxide, the opiates and corrosives 
cause the majority of cases of drug coma.’ 
Coma due to chloral hydrate, paraldehyde, 
chloroform, cyanide, atropine or scopola- 
mine is less common." Since all of these 
drugs are respiratory and central nervous 
system depressants, the history is of con- 
siderable importance in making a differ- 
ential diagnosis. However, there are a few 
characteristic physical findings to be 
watched for. Cherry red skin and mucous 
membranes and the odor of illuminating 
gas mean carbon monoxide poison. Pin- 
point pupils and extremely slow respiration 
are characteristic morphine effects. Cor- 
rosive agents may be detected by the find- 
ing of eschars in the patient’s mouth. Pa- 
raldehyde causes a disagreeable odor of 
fusel oil on the breath. Cyanide smells 
like almonds, and chloroform, of course, 
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has its own peculiar odor. Atropine and 
scopolamine cause flushing of the face and 
blush area, dryness of the mouth, dilation 
of the pupils and rapid heart action. Chloral 
hydrate and the barbiturates cause no char- 
acteristic signs and are impossible to diag- 
nose without a history." 

Treatment: Specific treatment of all the 
various types of poisoning is too large a 
subject for inclusion in this already overly 
ambitious paper, but a brief word about 
general methods is indicated. “Gaseous 
poison should be treated with fresh air, 
artificial respiration and oxygen and car- 
bon dioxide inhalation.”'! When cyanide is 
the toxic agent, the patient should be made 
to inhale amyl nitrite; intravenous injec- 
tion of 0.3 gram of sodium nitrite in 10 c. c. 
of water, followed immediately by 50 c. c. 
of a 50 per cent solution of sodium thio- 
sulfate through the same needle, must be 
given at once.'? Ingested poison should be 
promptly removed by gastric lavage and 
emetics. A safe, effective, ali-purpose anti- 
dote is “two parts charcoal, one part tannic 
acid, and one part magnesium oxide mixed 
with water and followed by lavage and 
purgation.”"* Central nervous system de- 
pressants may be treated by the method 
outlined above for acute alcoholism. Intra- 
venous injection of 5 c. c. of coramine, 3 c. 
c.. of metrazol, or 1 c. c. of picrotoxin every 
fifteen minutes until improvement is noted 
is considered by Greene" to be quicker, bet- 
ter therapy than reliance on the dubious 
analeptic effects of caffeine. 

(5). Heat Stroke: Heat stroke may be 
diagnosed on the history of exposure to 
excessive heat and physical findings of in- 
tensely hot, dry skin, fibrillary twitchings 
of the muscles, and a temperature of 106° 
or more. 

Treatment: Treatment consists of lower- 
ing the body temperature by undressing 
the patient, wrapping him in an ice cold, 
wet sheet and letting an electric fan play 
across him. During this procedure, 2 to 5 
grains of caffeine sodium benzoate should 
be injected intramuscularly every three 
hours, and an intravenous infusion of 5 per 
cent glucose in normal saline started at 
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once and repeated every four to six hours. 
Two ec. c. of digalen may be injected intra- 
venously every five or six hours, if the pulse 
is extremely fast.'* 


(6). Heat Exhaustion: Severe heat ex- 
haustion causes unconsciousness, delirium, 
coma. The temperature is subnormal, the 
skin cold and clammy, the respiration rapid, 
and the pupils dilated. 


Treatment: Wrap the patient in a light 
blanket, place a hot water bottle at his feet 
and start an intravenous infusion of 5 per 
cent glucose in normal saline. One grain 
of caffeine sodium benzoate injected sub- 
cutaneously is useful as a respiratory stim- 


ulant.!* 
ORGANIC INTRACRANIAL COMA 


(1). Brain Tumor and Abscess: The 
immediate question in diagnosis of this 
group of comas is whether or not to per- 
form a lumbar puncture. If brain tumor is 
suspected a spinal tap is contraindicated be- 
cause of the great danger of impacting the 
brain stem in the foramen magnum when 
pressure is suddenly reduced from below 
by withdrawal of spinal fluid. However, 
brain tumors do not have the acute onset 
which characterizes other lesions in this 
group, and it is usually possible to obtain 
from the patient’s family a history of slow- 
ly progressive mental changes, with fre- 
quent, throbbing headache and vomiting, 
visual disturbances, difficulty in co-ordina- 
tion and perhaps focal fits or other local- 
izing signs.’® Since brain tumors are neu- 
rosurgical problems, their treatment will 
not be considered here. 

Brain abscess is similar to brain tumor 
in its symptomatology, except that the 
course of abscess is more rapid and the 
localizing signs less definite.!® It is a sur- 
gical problem. 

(2). Skull Injury and Brain Trauma: 
The diagnosis of skull injury can be made 
on the history of an accident and the find- 
ing of a fracture by physical examination 
or by x-ray. Brain trauma is less readily 
diagnosed and will probably require a thor- 
ough work-up. In both cases, the patient 
is apt to be in shock, which requires imme- 
diate treatment without waiting for diag- 


nosis. In addition to routine shock treat- 
ment, 50 c. c. of 50 per cent dextrose should 
be injected intravenously every six to eight 
hours to combat cerebral edema.?” Further 
treatment of skull injury is surgical. Fur- 
ther treatment of brain trauma will be dis- 
cussed with that of cerebrovascular hem- 
orrhage. 


(3). Meningitis and Encephalitis: If 
Kernig’s and Brudzinski’s signs and stiff 
neck are present, immediate lumbar punc- 
ture is indicated. The spinal fluid pres- 
sure is increased in cerebrovascular acci- 
dent, meningitis and trauma, and, there- 
fore, is of little help in differential diag- 
nosis. If the fluid under increased pressure 
is bloody, this points to a cerebrovascular 
lesion or trauma.'! If it is purulent, men- 
ingitis is probably the diagnosis. If it is 
only slightly cloudy, encephalitis should be 
considered. The final diagnosis of menin- 
gitis can be made by finding bacteria, in- 
creased protein level and cell count, de- 
creased sugar and chloride levels, and no 
blood in the spinal fluid. Encephalitis 
causes pleocytosis in the spinal fluid; pro- 
tein levels are normal and bacteria are not 
present. 


Treatment: Emergency treatment of 
meningitic coma consists in immediate in- 
travenous injection of 100 ¢c. c. of a 5 per 
cent solution of sodium sulfadiazine and the 
reduction of increased intracranial pres- 
sure, which can be effected at the time 
diagnostic lumbar puncture is made. Lum- 
bar puncture may have to be repeated in 
six hours if the patient is still in coma, de- 
lirium or acute discomfort because of high 
intracranial pressure. Treatment of en- 
cephalitis is entirely symptomatic. Repeat- 
ed lumbar punctures and intravenous injec- 
tion of 50 per cent glucose solution are in- 
dicated to relieve increased intracranial 
pressure. If the patient has repeated con- 
vulsions in spite of the lowered pressure, 
sodium amytal, 3 to 714 grains by intra- 
venous injection, is indicated. An indwell- 
ing catheter with tidal drainage is advisable 
for bladder paralysis. The patient should 
be isolated, kept warm and given at least 
3,000 c. c. of fluids a day.*4 
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(4). Cerebrovascular Accidents: Hav- 
ing eliminated other causes of coma, it is 
now necessary to differentiate between ce- 
rebral hemorrhage, cerebral embolism and 
cerebral thrombosis. Cerebral hemorrhage 
can be extradural, subdural, subarachnoid, 
or intracerebral. The first three commonly 
follow trauma. The last results usually 
from disease of the cerebral vessels. Extra- 
dural hemorrhage may be suspected if one 
obtains a history of head trauma followed 
by a return of consciousness, then by pro- 
gressive coma later in the day. In the ab- 
sence of a history, the diagnosis is sug- 
gested by the presence of unilateral pupil- 
lary dilatation, descending contralateral 
convulsions followed by contralateral pa- 
ralysis, greatly increased spinal fluid pres- 
sure and absence of blood in the spinal 
fluid.22. This condition is surgical and de- 
mands an emergency trephine. 

The presence of signs of increased intra- 
cranial pressure, of clear, colorless spinal 
fluid, without pleocytosis, but with in- 
creased protein content, the absence of lo- 
calizing signs, and a history of headache, 
drowsiness, mental confusion and perhaps 
of trauma, followed by a latent period of 
days or months before onset of symptoms, 
make the diagnosis of subdural hemorr- 
hage.'® Treatment is surgical. 


Intracerebral hemorrhage, thrombosis 
and embolism all cause hemiplegia, but 
their manner of onset is usually sufficiently 
different for diagnosis to be possible. In 
intracerebral hemorrhage, which most com- 
monly involves the internal capsule, un- 
consciousness comes on suddenly, the pa- 
tient’s face is flushed, his respiration often 
Cheyne-Stokes in type, his blood pressure 
increased, his pulse slow and full. He shows 
conjugate deviation of the eyes toward the 
side of the lesion, ipsilateral facial paraly- 
sis and contralateral paralysis of the ex- 
tremities, at first flaccid, then spastic; 
the Babinski reflex on the paralyzed side is 
positive..* In pontine hemorrhage and 
hemorrhage into the ventricles, paralysis 
is frequently bilateral.** 


The symptoms of cerebral thrombosis de- 
velop more slowly than those of hemorr- 
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hage do. Prodromal dizziness, aphasia, and 
mental confusion are often present. Hemi- 
plegia takes a day or two to develop fully, 
and coma may not occur until very late. 
The blood pressure is usually not elevated. 


The onset of cerebral embolism is even 
more sudden than that of cerebral hemorr- 
hage, loss of consciousness is less common, 
convulsions more common. The blood pres- 
sure is usually not increased. Otherwise, 
the signs and symptoms of hemorrhage and 
embolism are identical. 


Treatment: Treatment of these cerebral 
accidents is largely supportive, and consists 
of providing adequate rest, fluid intake and 
elimination.** Two to 4 c. c. of 25 per cent 
solution of magnesium sulfate injected in- 
tramuscularly every two hours, 25 to 30 
grains of chloral hydrate in eight ounces 
of milk by rectum, or small doses of bar- 
biturates, may be used for sedation. Fif- 
teen hundred c. c. of normal saline sub- 
cutaneously and 1000 c. c. of 5 per cent 
glucose solution intravenously will satisfy 
the daily fluid requirements. 


In the treatment of any comatose patient, 
there are, according to Greene," special 
precautions to be taken. 

(1). Urinary output must be main- 
tained at a minimum of 1000 c.c.aday. A 
retention catheter, 40 grains of a sulfona- 
mide daily and the injection of 1:2000 so- 
lution of prostigmine every three hours for 
five doses, are advised to prevent over- 
distention and infection of the bladder. 

(2). Excessive intake of sodium must 
be prevented. If 5 per cent glucose in 
distilled water is alternated with saline as 
an infusion fluid, enough free water will 
be available for excretion of the excess 
sodium, provided the patient’s kidney func- 
tion is normal. 

(3). If shock, vomiting and profuse 
bronchial secretions are absent, it is best 
to keep the patient in a semi-sitting posi- 
tion to inhibit development of pulmonary 
edema. 

(4). The stomach should be kept empty 
to lessen the danger of aspiration. 

(5). If partial respiratory obstruction 


exists a mechanical airway is advisable. 
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(6). Shock should be watched for and 
treated immediately. 


(7). Oxygen is always necessary in any 
coma. One hundred per cent oxygen is 
beneficial and safe, if continued not more 
than twelve hours at a time and if alter- 
nated with four hours of 50 per cent 
oxygen. 

CARDIAC EMERGENCIES 

Cardiac emergencies are perhaps the 
most common crises in medical practice. 
They include congestive heart failure, coro- 
nary thrombosis, angina pectoris, tampo- 
nade, and certain arrhythmias. 

A. Congestive Heart Failure: This may 
be either left-sided, right-sided or bilateral. 
Primary left ventricular failure is three 
times as common as primary right ventric- 
ular failure. The causes of left heart fail- 
ure are hypertension, narrowing or occlu- 
sion of the descending branch of the left 
coronary artery, aortic stenosis and aortic 
regurgitation. The most common cause of 
right heart failure is left heart failure; 
mitral stenosis, chronic pulmonary fibrosis 
and emphysema, and congenital pulmonary 
stenosis, in this order, rank next in im- 
portance. Thyroid disease, anemias, arrhy- 
thmias, rheumatic carditis, generalized 
coronary sclerosis, mitral regurgitation and 
patent ductus arteriosus affect both sides 
of the heart about equally.** 


Acute left ventricular failure may be 
diagnosed on a history of acute paroxysmal 
dyspnea, the presence of dyspnea and or- 
thopnea (with or without pulmonary ede- 
ma, bubbling rales, cough and blood-tinged 
sputum), cardiac enlargement to the left, 
and the absence of any signs of right ven- 
tricular failure. When engorgement and 
pulsation of the neck veins, enlarged, ten- 
der liver, ascites, hydrothorax, hydroperi- 
cardium, and edema are also present, the 
failure is bilateral. When these latter find- 
ings are present in the absence of dyspnea, 
the condition is, obviously, primary right 
ventricular failure. Cardiac asthma is a 
“clinical syndrome of a paroxysmal, usually 
nocturnal, attack of orthopnea with wheez- 
ing respiration, due, in most instances, to 
temporary failure of the left ventricle.”** 
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Treatment: Emergency treatment of all 
forms of acute heart failure is essentially 
the same, and entails prompt institution of 
the following measures: 


(1). Put the patient at absolute bed 
rest in an upright or semi-upright posi- 
tion.?* 


(2). Administer morphine sulfate, 14 
grain subcutaneously, unless Cheyne-Stokes 
respiration is present. In cases of cardiac 
asthma this dose may be repeated every 15 
minutes for four doses, if necessary.”® 


(3). If bronchospasm is present, atro- 
pine sulfate, 1/150 grain subcutaneously is 
of value.*° 


(4). Oxygen inhalation, by nasal cathe- 
ter, at the rate of six to eight liters a min- 
ute, must be started immediately.*> The 
use of an oxygen-helium mixture is a great 
mechanical aid to respiration.2** If much 
pulmonary edema is present, an oxygen tent 
and a 95 per cent oxygen, 5 per cent carbon 
dioxide mixture is strongly indicated.** 

(5). Digitalization must likewise be 
started at once. If the patient is moribund 
and is known to have received no digitalis 
within the past two weeks, intravenous in- 
jection of 1/120 grain of ouabain or stro- 
phanthin is safe and expedient.**” This dose 
may be repeated in twelve hours and then 
once every day or two, if necessary. If 
neither of these drugs is available, digitalis 
in the form of Lanatoside-C, 1.5 to 2 mg., 
digitaline nativelle, 1.25 mg., or three am- 
pules of digalen or digifolin may be given 
intravenously.*° Each of these doses is 
equivalent to three cat units of digitalis 
leaf. One ampule of the digalen or digi- 
folin may be given at three hour intervals, 
if indicated. 

If the patient’s condition is somewhat 
less urgent and if he is able to take medi- 
cines by mouth, digitalis leaf, 714 grains 
every eight hours for three doses, will ef- 
fect rapid digitalization of the average 
adult, weighing between 125 and 150 
pounds.*** The general rule is that 114 
grains of digitalis leaf per 10 pounds of 
body weight, plus 114 grains for each day 
which elapses until digitalization is com- 
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plete, are required for maximum therapeu- 
tic effect. 

It is very important to determine wheth- 
er the digitalis to be used has been assayed 
according to U. S. P. XI or according to 
U.S. P. X standards. If U.S. P. XI digi- 
talis is used, 1 grain is equivalent to 114 
grains of the dosages given above.**” It is 
also imperative to determine the previous 
status of the patient in regard to digitalis. 
If accurate information cannot be obtained, 
large doses of digitalis are strictly contrain- 
dicated.** Small doses and careful watch 
for signs of toxicity are indicated. 

(6). If the patient shows no improve- 
ment under the above treatment within an 
hour, venesection should be considered.**” 
The rapid removal of 200 to 500 c. c. of 
blood may be life-saving. Another way of 
reducing the load on the heart is the Dan- 
zer method of preventing venous return 
from the limbs by means of blood pressure 
cuffs inflated to a pressure slightly above 
the diastolic pressure of the extremities.*® 


(7). Diuretics are indicated when dysp- 
nea and edema are not quickly relieved by 
digitalization, oxygen and rest.  Intra- 
venous injection of 3°4 grains of amino- 
phylline three times a day and 2 ¢. c. of 
mercupurin or salyrgan every two or three 
days will usually induce diuresis and reduce 
edema in right heart failure.**” The amino- 
phylline also has a very beneficial effect 
on Cheyne-Stokes respiration and cardiac 
asthma and “sometimes smoothes out the 
breathing within a minute or two.’’* 

(8). Fluid intake should be limited to 
1000 c. c. a day during the first few days, 
until dyspnea and edema have been re- 
lieved. Water, milk, soup, coffee, tea and 
fruit juices are permissible. Carbonated 
drinks are to be eschewed. Food should 
likewise be restricted. A useful diet, which 
restricts both food and fluid, is the Karell 
diet, 200 c. c. of skimmed milk every six 
hours for the first two or three days fol- 
lowing congestive failure.*** 

(9). 
sulfate every day or two is often invaluable 
in the management of edema.?** 

(10). If cardiac asthma pesists, respi- 


One-half an ounce of magnesium’ 
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ratory stimulants are indicated as adjuncts 
to the above therapeutic measures. Cora- 
mine, one ampule, or caffeine sodium ben- 
zoate, 714 grains, injected intravenously, 
may be tried.*> If bronchospasm is marked 
and angina pectoris and coronary occlusion 
have been definitely ruled out, epinephrine 
in very small doses, 0.2 or 0.3 c. c., injected 
subcutaneously, may be used to relax the 
bronchial muscles. 


B. Coronary Disease: I. Coronary occlu- 
sion is most commonly caused by atheroma 
of the coronary arteries. Less frequent 
causes are syphilis, rheumatic and other 
non-syphilitic infections, endarteritis oblit- 
erans, embolism and congenital anom- 
alies.*#* 

Diagnosis can sometimes be made on the 
basis of a history of previous angina pec- 
toris or hypertension, the presence of se- 
vere, agonizing substernal pain which radi- 
ates to the back, neck, arms and epigastric 
region, dyspnea and cyanosis, signs of 
shock, faint heart sounds, gallop rhythm or 
auricular fibrillation, apical systolic mur- 
murs and an increased pulmonary second 
sound. Friction rub, leukocytosis, fever 
and increased sedimentation rate are later 
findings. However, in many cases the signs 
and symptoms are so equivocal that resort 
must be had to electrocardiography. 

Treatment: Leaman” outlines the follow- 
ing treatment for coronary occlusion: 


(1). Absolute bed rest, with as little 
disturbance of the patient as possible. 
(2). Morphine sulfate, %4 grain, re- 
peated in half an hour and every two or 
three hours thereafter, as required. The 
respiration rate serves as a guide to dosage. 
(3). Oxygen inhalation until the pa- 
tient’s pain and cyanosis have disappeared. 
(4). Fifty c. c. of 50 per cent glucose, 
injected very slowly into the vein, will pro- 
vide food for the damaged heart muscle. 
(5). Aminophylline, 0.24 to 0.48 gram 
intravenously, is sometimes beneficial in 
increasing coronary blood flow. 


(6). Caffeine sodium benzoate, 714 


grains subcutaneously, is helpful in shock. 
Digitalis is contraindicated except in the 
of congestive 


presence heart failure. 
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White**® advocates the routine use of quini- 
dine sulfate, 3 grains four times a day, 
orally, to abolish or prevent arrhythmias. 

II. Angina pectoris is diagnosed solely 
on its symptomatology—the typical charac- 
ter and radiation of the pain—and the cir- 
cumstances which precipitate its onset. 

Treatment: Treatment of the acute at- 
tack consists in the administration of a 
quick-acting nitrite. A nitroglycerine tab- 
let, held under the tongue and allowed to 
dissolve, is the drug of choice—so much so 
that it is almost routine. 

C. Cardiac Arrhythmias: These are of- 
ten harmless, but if they complicate organic 
heart diseases may constitute emergencies. 
Furthermore, long uncontrolled tachycard- 
ias may precipitate congestive heart failure 
in a normal heart. 

I. Auricular tachycardia is character- 
ized by the abrupt onset of a regular heart 
rate of 160 to 200 beats per minute, ac- 
companied by symptoms of palpitation, ver- 
tigo, and rarely syncope. These attacks 
last a few minutes to a few hours or days 
and stop as abruptly as they began.** 


Treatment: (1). Firm pressure over 
the right carotid sinus for a few seconds at 
a time will abolish the paroxysm in 10 per 
cent of cases.7* 

(2). If carotid pressure is ineffectual, 
vagal stimulation, by means of pressure on 
the eyeballs or evoking the gag reflex or 
oral administration of 2 to 4 drams of 
syrup of ipecac may stop the tachycardia.** 

(3). Quinidine sulfate, 6 grains by 
mouth at the onset of the attack, proves 
effective in some cases.** 

(4). Subcutaneous injection of 1/2 to 
2/3 grain of mecholyl is indicated in some 
stubborn cases,**” but is strongly contrain- 
dicated in asthmatic patients.*°® 

II. Ventricular tachycardia is rare in 
the absence of serious heart disease.*° It is 
characterized by a regular heart rate of 
120 to 160 beats per minute, which usual- 
ly starts abruptly, but which may be pre- 
ceded by a series of premature beats. The 
paroxysm stops as suddenly as it starts. 
Carotid sinus pressure has no effect what- 
ever on this type of tachycardia." 
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Treatment: (1). Quinidine sulfate is 
the drug of choice in this condition. A test 
dose of 3 grains by mouth should be given. 
If no ill effects follow, the dose may be re- 
peated every four hours during the first 
day. If the paroxysms are not controlled 
by this amount of quinidine, 6 grains every 
four hours may be given the second day.*? 

(2). If the paroxysm is prolonged and 
is not controlled by quinidine, the danger 
of ventricular fibrillation justifies more 
strenuous measures. Quinine dihydrochlo- 
ride, 714 grains injected intramuscularly, 
every two hours for several doses, is indi- 
cated.?*» 


Digitalis is contraindicated in both forms 
of tachycardia. 

III. Auricular flutter is most commonly 
found in hypertension, thyrotoxicosis, mi- 
tral stenosis and coronary disease, but may 
occur in normal hearts. It is usually char- 
acterized by rapid regular auricular con- 
tractions—200 to 400 per minute—and reg- 
ular ventricular contractions at one-half 
the auricular rate, and by the long duration 
of the attack. However, the heart rate may 
be irregular because of varying degrees of 
heart block. In these cases, electrocardi- 
ography is necessary to make the diag- 
nosis.?## 

Treatment: Digitalis is the drug of 
choice, the dose being 3 grains of standard 
leaf three times a day for two or three days. 
If auricular flutter continues after the ven- 
tricular rate has been restored to normal, 
the patient may be put on a maintenance 
dose of 114 grains of digitalis a day, or a 
course of quinidine sulfate may be tried. 
White*** recommends a preliminary test 
dose of 3 grains to rule out sensitivity, then 
6 grains every four hours for five doses 
a day, until flutter is abolished or until 
the patient shows signs of cinchonism. If, 
during digitalization, flutter is superseded 
by fibrillation, sudden stoppage of the drug 
may restore normal rhythm. 

IV. Auricular fibrillation is most com- 
mon in thyrotoxicosis, mitral stenosis and 
arteriosclerosis, is infrequent in aortic val- 
vular disease, luetic aortitis, bacterial endo- 
carditis and congenital heart disease. It 
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occasionally results from toxic agents such 
as alcohol, tobacco and acute infectious dis- 
eases. It is diagnosed by the presence of 
absolute cardiac irregularity, increased by 
exercise and amy] nitrite, the presence of a 
pulse deficit and the patient’s complaints 
of severe, irregular palpitations.**4 


Treatment: (1). Absolute bed rest and 
rapid digitalization, as outlined for the 
treatment of congestive heart failure, are 
the methods of choice in most cases of fib- 
rillation. 


(2). If thyrotoxicosis is present, 5 to 
10 drops of Lugol’s solution three times a 
day supplement bed rest and digitalis. Ar- 
rangements should be made for thyroid- 
ectomy as soon as the patient is digi- 
talized.?5 


(3). Quinidine is indicated for those 
cases of auricular fibrillation: (a) in young 
individuals with no other signs of heart dis- 
ease; (b) in individuals with minimal heart 
disease and a short history of fibrillation; 
(c) in hyperthyroid individuals, without 
serious heart disease, in whom auricular 
fibrillation persists several weeks after 
thyroidectomy.** The dosage is as outlined 
above for flutter. 

V. Adams-Stokes syndrome occurs as a 
result of partial A-V block alternating with 
periods of complete block.** It is charac- 
terized by syncope and a very slow pulse or 
no pulse. 

Treatment: Treatment is usually not pos- 
sible, since the patient either recovers or 
dies in a few minutes. However, if he has 
a history of previous attacks of proved 
Adams-Stokes syndrome, intracardiac in- 
jection of 0.5 c. c. of 1:1000 epinephrine is 
justified and may be life-saving." 

VI. Tamponade occurs in the course of 
acute pericarditis and is the result of an 
excessively large pericardial effusion. It 
may be diagnosed by the patient’s com- 
plaints of distressing dyspnea and thoracic 
oppression, and by the presence of mark- 
edly increased cardiac dulness, which 


changes shape with change of position, 
rapidly falling arterial pressure and pulse 
pressure and rising venous pressure, para- 
doxical pulse, 


engorged pulsating neck 


veins, enlarged, tender liver, and positive 
Ewart’s sign. 

Treatment: Prompt paracentesis and 
withdrawal of fluid from the pericardial 
sac are imperative. The best site for para- 
centesis is the fifth left interspace one or 
two centimeters medial to the lateral bor- 
der of cardiac dulness. Other sites which 
may be tried if no fluid is obtained on the 
first tap are: the fourth or fifth left inter- 
space near the sternum, the fourth right 
interspace near the sternum, the angle be- 
tween the xiphoid process and the left 
costal border, and the. seventh or eighth 
left interspace in the midscapular line.*" 
The skin and subcutaneous tissues should 
be anesthetized with 0.5 per cent procaine 
before paracentesis is attempted. 


PULMONARY EMERGENCIES 

In addition to hemoptysis there are sev- 
eral other pulmonary emergencies to be 
considered: pulmonary infarction due to 
embolism or thrombosis; atelectasis, pneu- 
mothorax, and acute pulmonary edema. 

A. Pulmonary Infarction: This may be 
caused by: (1) “any condition which pro- 
duces toxins of such a nature as to injure 
the intima of the vessels, or which places 
an unusual strain on already damaged ves- 
sels” ;? (2) thrombophlebitis of the veins of 
the extremities or other parts of the vena 
caval system; (3) operative trauma; (4) 
an embolus from the heart; (5) subacute 
bacterial endocarditis; (6) puerperal sep- 
sis; (7) pelvic inflammatory disease.** 

The clinical findings in pulmonary in- 
farction are sudden, sharp pain in the chest, 
especially beneath the sternum, dyspnea, 
cyanosis, pallor, anxiety, cold, clammy skin, 
rapid, thready pulse, falling blood pressure. 
Later findings are pleuritic pain, cough 
with blood-streaked sputum, perhaps an 
area of percussion dulness, moist rales and 
bronchial breathing. Occasionally a car- 
diac murmur or thrill may be heard over 
the second left interspace.2 Another find- 
ing which may prove of diagnostic value 
is extreme tenderness to light direct or im- 
mediate percussion or to very light fist 
percussion over the infarcted area.” 
White**« states that pulmonary infarction 
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“does not usually give rise to the old text- 
book picture with blood spitting” and 
should be suspected in any “otherwise un- 
explained episode of chest discomfort, acute 
breathlessness or pulmonary edema, of 
tachycardia, cyanosis, fever or leukocytosis, 
especially if repeated or if the patient has 
had a leg injury.” : 

Treatment: If the patient is in shock, 
treat the shock. Morphine 14 grain, should 
be repeated as often as necessary to keep 
the patient quiet. He must be at absolute 
rest, with the head and shoulders elevated. 
Oxygen at once is indicated.*° Splinting 
the chest with adhesive tape may afford 
some relief of the pleuritic pain.** One 
mg. per kilogram of body weight of heparin 
may be given intravenously to prolong co- 
agulation time. If the patient is in auric- 
ular fibrillation, there is a good chance 
that the right auricle is the source of his 
pulmonary embolus; in this event, quinidine 
therapy should be begun at once in the 
effort to control cardiac rhythm and so 
prevent further embolism.*! If the patient 
is in heart failure, digitalization must be 
started to relieve pulmonary congestion. If 
the patient survives the initial shock, and 
if an experienced operating team is avail- 
able, embolectomy may be considered as a 
last resort." 

B. Atelectasis: The most important fac- 
tor in the production of atelectasis is 
bronchial obstruction, by thick mucus 
plugs, foreign bodies, bronchiogenic new 
growths,** congestion secondary to infec- 
tion with swelling of the mucosa, localized 
infection of the bronchial wall, enlarged 
hilar nodes, aneurysms, mediastinal tumor 
masses,** or neurogenic bronchial constric- 
tion.” 

Atelectasis causes sudden onset of 
marked dyspnea and cyanosis, increased 
pulse and respiration rate, rapid rise in 
fever, cough and a feeling of apprehension 
rather than pain on the part of the patient. 
The important physical signs are dimin- 
ished expansion of the chest, percussion 
dulness, diminished or absent breath 
sounds on the affected side, and shifting 
of the heart toward the affected side.** 
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X-ray shows a dense, homogeneous shadow 
occupying the area of one lobe or perhaps 
the entire lung, elevation of the diaphragm, 
depression of the ribs and narrowing of the 
intercostal spaces on the affected side. 

Treatment: Treat shock first. Once 
shock is combatted it is necessary to remove 
the bronchial obstruction. Rolling the pa- 
tient from side to side, stimulation of the 
cough reflex by forced inhalation of 5 per 
cent carbon dioxide and 95 per cent oxygen 
and postural drainage may succeed in re- 
moving the obstruction.**? However, bron- 
choscopy is a more certain method and 
should be employed immediately if facili- 
ties are available.” 

C. Pneumothorax: Tuberculosis causes 
about 70 per cent of spontaneous pneumo- 
thorax. Other causes are lung abscess, 
bronchiectasis, rupture of an emphysema- 
tous bleb, hemorrhage, infarct and perfo- 
rating wounds. 


Sharp, excruciating, tearing pain, dysp- 
nea, cyanosis, and signs of shock are the 
outstanding symptoms of pneumothorax. 
The physical signs of importance are ab- 
sence of respiratory movements, diminution 
or absence of tactile fremitus, tympanitic 
percussion note, absent breath sounds and 
vocal fremitus on the involved side, and 
mediastinal shift toward the good side. 
Succussion splash, metallic tinkle, and the 
coin sign are pathognomonic of pneumo- 
thorax when present, but are often absent.” 

Treatment: Treat the shock. If respira- 
tion and heart action are severely embar- 
rassed by the mediastinal shift, aspiration 
of enough air to relieve the acute symptoms 
is imperative.** 

D. Acute Pulmonary Edema: Acute pul- 
monary edema may result from cardiac 
failure, particularly left ventricular failure, 
from pneumonia, lung abscess, acute pul- 
monary tuberculosis, and from the inhala- 
tion of noxious gases such as ammonia, 
nitric and nitrous acid, and chlorine. 

The clinical picture is one of severe 


dyspnea and cyanosis, cough with expecto- 
ration of masses of frothy, bloody sputum, 
and coarse, bubbling rales, which may be 
heard without use of the stethoscope. 
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late cases percussion dulness and increased 
vocal fremitus may be detected. 


Treatment: Treatment depends on the 
cause of the edema. If cardiac failure is 
the cause, it should be treated as previously 
outlined. Treatment of shock and sympto- 
matic relief of dyspnea and cyanosis by 
inhalation of oxygen and helium are indi- 
cated for primary lung conditions. If a 
noxious gas has been inhaled, the patient 
should, of course, be given oxygen inhala- 
tions immediately. 

E. Asphyxia: Asphyxia results from 
drowning, electric shock, bronchial obstruc- 
tion, poisonous gases, anesthetics, and nar- 
cotics. The early stages are accompanied 
by increased respiration and pulse rates, 
elevated blood pressure and flushing of the 
skin. Later, respiration becomes enfeebled, 
the pulse is thready. Finally, coma and 
convulsions ensue. 


Treatment: Prompt artificial respira- 
tion, with oxygen and carbon dioxide in- 
halation, if possible, must be started at once 
and continued as long as the patient’s heart 
continues to beat. Henderson and Turner** 
advocate the Shaefer prone pressure meth- 
od, which has the great advantage that it 
requires no special equipment. However, 
this method depends to a large extent on 
the presence of normal tonus in the re- 
spiratory muscles, which tonus may be lack- 
ing in late cases of asphyxia. In this event, 
positive-negative resuscitation with an Em- 
erson respirator, using pressures of plus 15 
and minus 15 mm. of mercury, may prove 
effective where manual methods have 
failed.*® 

RENAL EMERGENCIES 

_ The most important medical emergencies 
of renal origin are uremia, anuria follow- 
ing sulfonamide therapy, and hemoglobinu- 
ria resulting from transfusions and acute 
malaria. Other renal emergencies, such as 
acute urinary retention, renal colic, and 
anuria due to stones, are primarily urolog- 
ical problems and will not be considered 
here. 

A. Uremia: into 


Uremia is divisible 


two types, true uremia and pseudo-uremia, 
or hypertensive encephalopathy. The for- 
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mer is the end stage of chronic nephritis 
and supervenes when the last reserves of 
kidney function have been exhausted. The 
latter occurs in the course of acute glomeru- 
lonephritis, hypertension and toxemias of 
pregnancy. This distinction is important 
prognostically and diagnostically, and, to a 
less extent, therapeutically. 


True uremia may be diagnosed on the 
following findings: 

(1). A history of chronic kidney disease, 
of headache, muscular weakness, somno- 
lence, nausea, vomiting, diarrhea, oliguria, 
dyspnea and pruritus. 

(2). The presence of pallor, emaciation, 
muscular twitching, delirium or coma, 
Kussmaul or stertorous breathing, and a 
urinous odor on the breath. 

(3). Low specific gravity of the urine 
(less than 1.020) and elevated NPN, crea- 
tinine, indican, phosphate and sulfate levels 
in the blood, and decreased carbon dioxide 
combining power. 

Psuedo-uremia may be differentiated by 
the finding of conyulsions rather than 
coma, elevated blood pressure, amaurosis, 
signs of increased intracranial pressure 
and a normal or only slightly elevated NPN 
blood level.** 

Treatment: (1). The constant patho- 
logic conditions in true uremia which must 
be combatted promptly are oliguria or anu- 
ria, azotemia and acidosis. In addition, 
edema, convulsions and cardiac embarrass- 
ment may complicate the picture. The pres- 
ence of edema is a particular problem, in- 
asmuch as forcing fluids to induce diuresis 
is almost certain to aggravate the edema. 
However, in the presence of a failing kid- 
ney and rapidly rising NPN, fluids should 
be forced up to 2000-2500 c. c. a day.** If 
the patient is dehydrated, a total of 4000 
c. c. may be necessary. Five per cent or 10 
per cent glucose solution is best if the pa- 
tient is edematous; if not, glucose in saline 
may be used. All routes of administration 
—oral, subcutaneous, intravenous and rec- 
tal—should be employed. 

(2). If edema is present, salt intake 
should be limited to 4 to 6 grams a day.** 
But if the patient has developed hypochlore- 
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mia from vomiting, or if he is in the late 
stages of chronic nephritis when the am- 
monia-forming power of the kidney is much 
impaired, salt restriction is an added drain 
on the blood base content and should not 
be attempted.** 


(3). Strong mercurial diuretics are 
dangerous because their increasing concen- 
tration in the blood—due to poor kidney 
function—may cause poisoning. Amino- 
phylline, 114 grains three times a day, may 
be of some value in improving the general 
circulation and secondarily inducing diu- 
resis.°7  Murphy** and Derow*’ advocate 
the use of intravenous infusions of 400 to 
500 ce. c. of 20 per cent acacia solution in 
the presence of nephrotic edema, since this 
elevation of the colloid osmotic pressure 
of the blood facilitates withdrawal of edema 
fluid from the tissues and often initiates 
diuresis. 


(4). Diathermy has a very beneficial 
effect on kidney function in many cases. It 
“seems to act in the same manner as de- 
capsulation of the kidney’’*’ to stimulate 
diuresis. In addition, deep heat induces 
profound diaphoresis, which provides an- 
other channel for elimination of edema 
fluid and may, as a result of superficial 
vasodilatation, improve exchange between 
the blood and the tissues.** 


(5). Fishberg** advocates saline or other 
cathartics to keep the bowels open as an- 
other avenue of escape for nitrogenous 
waste products. 

(6). The presence of acidosis requires 
prompt administration of base in some 
form. Four hundred to 500 c. c. of 5 per 
cent sodium bicarbonate solution may be 
given intravenously. The disadvantage of 
this solution is that it cannot be sterilized, 
therefore Hartmann’s solution, which is 
stable to boiling, is preferable. Since aci- 
dotic signs and symptoms do not appear 
until carbon dioxide combining power of 
the blood is less than 20 volumes per cent, 
the empiric dose of Hartmann’s solution is 
60 c. ec. per kilogram of body weight, which 
amount will raise the carbon dioxide com- 
bining power 33 volumes per cent. 

(7). Convulsions are caused by in- 
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creased intracranial pressure. They may 
be managed in several ways: (a) By lum- 
bar puncture and slow withdrawal of fluid; 
(b) by slow intravenous injection of 20 c. ¢c. 
of 10 per cent magnesium sulfate or 50 ¢. c. 
of 50 per cent sucrose*’ or glucose** solu- 
tion. Repetition of the convulsive seizures 
can usually be prevented by hypodermic in- 
jection of 14 grain of morphine or intra- 
venous injection of 5 to 7 grains of sodium 
amytal twice a day if necessary. If these 
remedies are ineffectual, 40 grains of 


sodium bromide, or 14 ounce of paraldehyde . 


by rectum two or three times a day may be 
necessary.** 


(8). The cardiac status of the patient 
must be carefully watched, and digitaliza- 
tion started when dyspnea, rising pulse 
rate, cyanosis or rales at the lung bases are 
found. Murphy** recommends 114 grains 
of digitalis, injected intravenously four 
times a day. 

Treatment of pseudo-uremia differs from 
the above methods in only one respect—the 
matter of forcing fluids. As long as the 


‘NPN level of the blood is normal or nearly 


so, forcing of fluids is not indicated at first, 


since the urinary volume usually increases: 


spontaneously in a few days and early fore- 
ing of fluids may precipitate acute pulmo- 
nary edema.** However, if oliguria be- 
comes more marked, or if anuria develops, 
drastic measures for the induction of diure- 
sis are indicated. If these measures do not 
relieve anuria within eighteen hours, decap- 
sulation of the kidneys should be contem- 
plated.** 


B. Anuria Following Sulfonamides: Be- 
ginning anuria resulting from sulfonamide 
therapy may be diagnosed by the decrease 
in urine output and the presence of red 
bloed cells, sulfonamide crystals and casts 
in the urine. 

Treatment: Treatment consists in imme- 
diate stoppage of the drug and institution 
of the procedures outlined above for stimu- 
lation of diuresis. Diathermy is particu- 


larly valuable in these cases.** If anuria 


persists in spite of everything, a urologist 
should be called in to perform cystoscopy 
and ureteral catheterization. However, ac- 
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cording to Hellwig and Reed,‘ sulfadiazine 
acts as a tubular poison, not by mechanical 
blockage of the tubules with sulfonamide 
crystals. Therefore kidney lavage is com- 
pletely useless and ineffective in these 
‘cases. Kidney decapsulation is the last re- 
sort. 


C. Hemoglobinuria: Hemoglobinuria re- 
sulting from transfusion reactions or from 
blackwater fever may be diagnosed by spec- 
troscopic examination of the urine, which 
in most cases is found to be grossly bloody. 
If a spectroscope is not available, the benzi- 
dine test will confirm the presence of blood 
pigment in the urine, and this, with a his- 
tory of malaria, blackwater fever, or trans- 
fusion, and the presence of oliguria or anu- 
ria is sufficient evidence for the diagnosis. 


Treatment: Here again the problem is to 
reestablish kidney function so that urine 
flow will wash the blood pigment out of 
the kidney tubules. Dove** outlines the fol- 
lowing treatment for hemoglobinuria re- 
sulting from blackwater fever and mala- 
ria: 

(1). Put the patient at complete bed 
rest, with warm covers. Give him nothing 
by mouth. 

(2). Start an intravenous infusion of 5 
per cent glucose in saline immediately. Give 
the first 1000 c. c. rather rapidly, the sec- 
ond 1000 c. c. more slowly. 

(3). Give repeated small doses of mor- 
phine sulfate for pain and restlessness. 

(4). After the paroxysm has passed 
and the urine has cleared, give magnesium 
sulfate orally as soon as it can be retained. 

(5). If the patient’s condition is no bet- 
ter following glucose infusions, blood trans- 
fusion is indicated. . 

(6). If the patient is still unimproved 
following transfusions, intramuscular -in- 
jection of 114 grains of atabrine every four 
hours for three doses should be tried. 

Medical treatment of anuria following 
transfusion reactions includes the adminis- 
tration of intravenous fluids, the use of 
diathermy over the kidneys, and transfu- 
sion of compatible blood. In addition, 
there are several rather simple procedures 
which should be tried before resort is had 
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to decapsulation or to irrigation of the re- 
nal pelves. Spinal anesthesia has proved ef- 
fective in a number of cases.** Splanchnic 
block has also brought about recovery of 
the patient in several instances where other 
treatment has failed.** 


Treatment of renal emergencies may be 
summarized as an attempt to reestablish 
urine secretion by any method available. If 
one method fails, another should be tried 
promptly because the patient will surely die 
if kidney function is not resumed in a few 
hours. 

ENDOCRINE EMERGENCIES 

A. Diabetic Coma: Diabetic coma is the 
most common of endocrine emergencies. It 
presents a well marked syndrome, the out- 
standing features of which are as follows: 
a history of nausea and vomiting, anorexia, 
diuresis, weight loss, extreme thirst, drow- 
siness, and, frequently, abdominal pain; 
physical findings of cool dry skin, florid 
facies, soft eyeballs, Kussmaul breathing, 
very low blood pressure, rapid pulse, and 
acetone odor on the breath; laboratory find- 
ings of greatly elevated blood sugar, great- 
ly decreased carbon dioxide combining pow- 
er, elevated NPN level in the blood, leuko- 
cytosis, ketonuria and glycosuria.** Diag- 
nosis can be made on the history, physical 
examination and urinary findings, without 
waiting for the results of blood sugar tests. 
Gerhardt’s diacetic acid test is considered 
by Joslin** to be the most reliable test for 
emergency use. 

Treatment: (1). <A preliminary subcu- 
taneous dose of 20 to 100 units of crystal- 
line insulin should be given as soon as the 
diagnosis is made—the actual amount de- 
pending on the size of the patient, the de- 
gree of acidosis and previous injections of 
insulin administered en route to the hospi- 
tal. Following this initial dose, subsequent 
doses should be varied in accordance with 
variations in either the blood sugar level 
or urine sugar level. Blood sugar is the 


more reliable index and is to be preferred 
if laboratory facilities for running the test 
exist. The average blood sugar level at the 
onset of diabetic coma is about 500 mg. per 
A second determination should be 
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made two to three hours after the initial 
injection of insulin. If the blood sugar lev- 
el has not fallen, the initial dose of insulin 
should be repeated; Olmsted‘? recommends 
100 units of regular insulin under these cir- 
cumstances. If the level has fallen to 
around 350 mg. per cent, the dose may be 
reduced to 50 or 60 units. This process 
of testing blood sugar and varying the in- 
sulin accordingly must be repeated every 
two hours until the diabetes is under con- 
trol. 


If blood sugar determinations are not 
possible, frequent tests of urine sugar 
should be made. Joslin*® suggests testing 
the urine every half hour and giving 20 
units of insulin for orange-red, 15 units for 
yellow, and 10 units for yellow-green urine. 
This procedure necessitates the introduc- 
tion of an indwelling catheter into the 
bladder. 


(2). One thousand c. c. of normal sa- 
line should be given intravenously at once, 
and hypodermoclysis of normal saline be- 
gun, and continued as long as subcutaneous 
fluid is rapidly absorbed.** 


(3). According to Joslin,** alkalis are 
dangerous and unnecessary at the outset of 
treatment. However, if, after the diabetes 
is under control, the carbon dioxide com- 
bining power of the blood remains de- 
pressed, Hartmann’s fortified lactate Rin- 
ger’s solution should be given intravenous- 
ly.17. This mixture consists of 60 c. c. of 
1/6 molar lactate and 40 c. c. of Ringer’s 
solution per 100 c. c.; 500 to 1000 c. c. may 
be infused, depending on the plasma bicar- 
bonate level. 


(4). Gastric lavage with warm water 
or normal saline should be done routinely, 
as soon as possible.** After an hour, or- 
ange juice and/or ginger ale, in amounts 
of 100 c. c. an hour, may be administered 
by stomach tube if the patient is uncon- 
scious, or orally if the patient is able to 
cooperate. One hundred grams of carbo- 
hydrate during the first 24 hours should be 
given by the oral route if possible. 


(5). Cleansing enemas are also routine 
in Joslin’s scheme of therapy.** Fluids may 
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be administered by rectum following this 
procedure. 


(6). The indications for intravenous 
administration of glucose are: (a) a carbon 
dioxide combining power of less than 40 
volumes per cent in the presence of a con- 
trolled blood sugar level and nausea; (b) 
rapidly falling systolic blood pressure. In 
the former instance, 500 to 1000 c. c. of 5 
per cent glucose in saline solution twice a 
day are indicated. In the latter instance, 
10 per cent glucose infusion should be start- 
ed while the patient’s blood is being typed 
and donors secured for blood transfusion. 
For every gram of glucose given intraven- 
ously, 1 to 11% units of insulin should be 
added to the infusion.*® 

(7). Transfusions are indicated when, 
in spite of routine treatment, the patient’s 
blood pressure remains depressed. Joslin*® 
sets 70 mm. of mercury as the critical level 
of systolic pressure. 

(8). If the patient is in uremia, 60 c. c. 
of 10 per cent salt solution should be given 
intravenously to stimulate diuresis. 


Treatment along these lines must be con- 
tinued until the diabetes and acidosis are 
completely under control. 

B. Hypoglycemic Shock: Hypoglycemic 
shock is the anthithesis of diabetic coma. 
It may result from either over-dosage of in- 
sulin or a tumor of the islands of Langer- 
hans. The important differentiation to be 
made here is between hypoinsulinism and 
hyperinsulinism. Diagnosis of hyperinsu- 
linism can be made on the history of sud- 
den onset of faintness, weakness, irritabili- 
ty, tremor and sweating and extreme hun- 
ger, especially after exercise ; physical find- 
ings of pallor, apathy, moist skin, firm eye- 
balls, normal respiration, blood pressure 
and pulse rate; laboratory findings of very 
low blood sugar and freedom of the urine 
from sugar. 

Treatment: Treatment includes the im- 
mediate administration of glucose by the 
most convenient route. If the patient is 
conscious and able to swallow, sugar, corn 
syrup, molasses or honey may be given 
orally. If the patient is unconscious, hypo- 
dermic injection of 10 to 15 minims of 
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1:1000 epinephrine solution may rouse him 
sufficiently so that he is enabled to take 
fluids by mouth; if not, intravenous infus- 
ions of 10 per cent glucose solution should 
be given until the patient regains conscious- 
ness:** 4 c. c. of 1:1000 epinephrine should 
be added to every liter of solution.** 

C. Addisonian Crisis: Addisonian crisis 
presents the clinical picture of Addison’s 
disease plus shock. The important diag- 
nostic findings are: (a) The history of 
anorexia, nausea, vomiting, asthenia, 
weight loss and epigastric distress over a 
period of months or years, and the pres- 
ence of some precipitating factor such as 
upper respiratory infection, overexertion, 
purgation or salt deprivation; (b) physical 
findings of the characteristic pigmentation, 
hypotension, emaciation, muscular flaccid- 
ity, rapid feeble pulse, cold pale dry skin, 
dry tongue, acetone odor on the breath, and 
a state of coma or semi-coma.*” 


Treatment: (1). The patient should be 
put to bed immediately and covered with 
blankets. 

(2). Intravenous infusions of 1.5 per 
cent sodium chloride and 5 per cent glucose 
solutions at once, are imperative. A total 
of 1000 c. c. of each solution should be given 
during the first twelve hours. 

' (8). Twenty-five c. c. of adrenal corti- 
cal extract intravenously must be given 
at once. 

. (4). Another 25 c. c. of adrenal cortical 
extract should be given subcutaneously. 
This will begin to take effect in two to six 
hours. 

(5). Twenty-five mg. of desoxycorticos- 
terone acetate in oil, injected intramuscu- 
larly in divided doses, will begin to act in 
about 24 hours.” 

(6). Five hundred to 1000 ec. c. of nor- 

mal saline and an equal amount of 5 per 
cent glucose solution are indicated during 
the second 24 hours of treatment. 
_ Under this regimen, the patient usually 
feels reasonably well within 24 hours, after 
which a program of long-term control of his 
disease may be begun. 

D. Thyroid Crisis: Thyroid crisis is a 
serious complication of hyperthyroidism 


Medical Emergencies 


which may occur spontaneously or after 
physical or psychic trauma, infection or 
operation. 

In the presence of known thyroid disease 
or findings characteristic of hyperthyroid- 
ism, the onset of nausea, vomiting, diarr- 
hea, rising temperature and heart rate, 
marked restlessness and apprehension, and 
beginning delirium signals a thyroid crisis. 

Treatment: Treatment is directed toward 
controlling the extreme hyperpyrexia, 
which usually accompanies this condition, 
by means of ice packs and ice water en- 
emas,”' and toward supplying inorganic 
iodide “to act as a buffer, thereby prevent- 
ing liberation of organic iodine into the 
blood stream;’** 2 to 4 grams of sodium 
iodide a day, injected intravenously, may be 
given for this latter purpose. 

Glucose and saline infusions and nasal 
oxygen are indicated for their supportive 
effect. One of the bartiturates should be 
given as necessary to calm the patient. If 
there are any signs of beginning cardiac 
involvement, digitalization is indicated. 

E. Parathyroid Tetany: Parathyroid 
tetany™ in its acute form usually occurs 
after thyroidectomy, in the course of severe 
infections, pregnancy or menstruation, or 
after cessation of treatment for hypopara- 
thyroidism. 

Diagnosis of the hypoparathyroid state 
may be made on the classical signs and 
symptoms of tetany—Trousseau’s, Erb’s 
and Chvostek’s signs, with or without gen- 
eralized convulsions, muscular rigidity, 
opisthotonus, stridor and dyspnea. The 
serum calcium is usually low, but this is 
not invariable since the “symptom thres- 
hold” of some individuals may be so low 
that convulsions occur in the presence of a 
serum calcium level of more than 9 mm. 
per cent. 

Treatment: The object of therapy is to 
restore normal blood calcium and phospho- 
rus levels as soon as possible. 

(1). Calcium gluconate or chloride, 10 
c. ec. of a 10 per cent solution, should be 
injected intravenously, and, if necessary, 
repeated every two to four hours. 

(2). From 10 to 50 units of parathyroid 
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hormone should be injected subcutaneously 
at once, the size of the dose depending on 
severity of symptoms. Effects of the hor- 
mone take 24 hours to appear and last about 
20 hours. Further dosage must be gauged 
by the patient’s response and by daily de- 
termination of the blood calcium level. 


(3). If the patient is extremely excited 
and hyperirritable, a sedative of some kind 
may be necessary. 


EMERGENCIES DUE TO ALLERGY 
The allergic phenomena which constitute 
medical emergencies are acute bronchial 
asthma and status asthmaticus, serum 
shock and angioneurotic edema of the 
larynx. 


A. Acute Bronchial Asthma: Acute 
bronchial asthma may be diagnosed by the 
presence of intense dyspnea, cyanosis and 
assorted rales in an individual with a his- 
tory of previous similar attacks or of other 
allergic manifestations. If the patient is 
in the process of his first attack, the possi- 
bility of foreign bodies, cardiac asthma, 
tracheal cancer, laryngeal gumma, aneu- 
rysms or tumors must be considered. Tra- 
cheal cancer causes a_ peculiarly high- 
pitched wheeze, breath sounds are normal 
and no rales are heard over the lung fields. 
Gumma of the larynx likewise causes no 
modification of breath sounds and no pul- 
monary rales. Foreign bodies can usually 
be ruled out by the history. Cardiac asthma 
can be ruled out by the history and by the 
appearance of the sputum, which is thin, 
foamy and either white or blood-tinged,”* 
whereas the sputum in bronchial asthma is 
thick, tenacious and stringy. 


Treatment: (1). Epinephrine is the most 
useful of all drugs in this condition.* The 
dose is 0.2 to 0.3 c. c. of 1:1000 solution 
injected subcutaneously. This treatment 
usually brings relief within a few minutes, 
but, if not, may be repeated at hourly inter- 
vals for several doses, provided the patient 
shows no untoward symptoms, such as 
pallor, tremor and palpitation. 

(2). Aminophylline, 3 and 34, grains in 
10 c. of water,®® injected intravenously, 
has a direct dilating effect on the bronchial 
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muscles and may be used either alone or in 
conjunction with epinephrine. 


(3). Potassium iodide is indicated at 
the onset of the asthmatic attack to liquefy 
the thick, tenacious bronchial secretion. 
Wilson recommends the following prescrip- 
tion: 

Potassium iodide 10. 
Elixir of lactopep 120. 


Sig: one teaspoonful every three hours. 

(4). Inhalation of the smoke from a 

2:1 mixture of potassium nitrate and stra- 

monium is frequently very effective in re- 
laxing the bronchioles. 


(5). The patient should be placed on a 
simple diet, with care to exclude all known 
allergenic foodstuffs. 

Occasionally the patient will not respond 
to any of the above measures. His attack 
drags on for days; his respiratory distress 
remains acute. This condition is known 
as status asthmaticus and requires further 
therapy. 

(6). Inhalation of 20 per cent oxygen 
and 80 per cent helium mixtures provides 
marked symptomatic relief of dyspnea. 

(7). Sedation is required, since the pa- 
tient is in a state of exhaustion, yet cannot 
rest. Chloral hydrate, 10 to 30 grains by 
mouth,” paraldehyde, 10 c. c. in 60 ¢. ¢. of 
olive oil by rectum, or 0.2 gram of pheno- 
barbital by mouth,®*! may provide the nec- 
essary rest. If not, general anesthesia must 
be resorted to. Avertin, 60 mg. per kilo- 
gram of body weight, or 75 to 100 c. c. of 
ether in an equal amount of olive oil, may 
be given by rectum. Morphine is contra- 
indicated because of its depressing effect 
on respiration.” 

(8). Slow intravenous infusion of 1500 
c. c. of 5 per cent glucose in normal saline 
is indicated in these severe cases, to provide 
both food and fluid. In many cases, these 
infusions also bring remarkable sympto- 
matic relief.*° 

(9). In cases which do not respond, the 
slow, intravenous injection of 0.1 ¢. c. of 
1:1000 epinephrine solution in 1 of 
normal saline may be risked. This is a 
dangerous procedure and is undertaken 
only as a desperation measure. 
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B. Serum Shock: Serum shock results 
from the injection of foreign protein to 
which the individual has become sensitized 
by previous exposure. It occurs within a 
few minutes of the second injection of anti- 
genic material, and presents a frightening 
picture. In some cases, the patient experi- 
ences sudden apprehension and respiratory 
distress, many gasp or cry out. Dyspnea 
and cyanosis develop rapidly, the patient 
sinks into a coma and may die within a 
few minutes. In other cases, other allergic 
phenomena, such as itching, urticaria, vom- 
iting and diarrhea, manifest themselves. 

Treatment: (1). Place a _ tourniquet 
above the injection site to delay absorption 
of the antigen. 


(2). Inject 0.5 ¢. c. of 1:1000 epine- 
phrine into another extremity at once. 

(3). If the serum has been given 
intradermally, infiltrate the site with epine- 
phrine to block lymph drainage. 

(4). If respiration is acutely embar- 
rassed, artificial respiration and oxygen in- 
halation are urgently indicated. 

(5). In very severe cases, intravenous 
injection of 0.2 to 0.3 c. c. of epinephrine is 
advisable.** 

(6). If the patient does not respond to 
epinephine, ephedrine sulfate may prove 
effective, especially in prolonged cases. It 
can be given orally in doses of 50 mg., or 
25 mg. can be added to 1000 c. c. of 10 per 
cent glucose and administered by intraven- 
ous infusion.’ 

(7). If all of the above measures fail, 
and if the patient’s blood shows hemocon- 
centration, intravenous infusions of normal 
saline solution may succeed in breaking the 
vicious cycle.** 

C. Angioneurotic Edema: Angioneuro- 
tic edema, when it involves the larynx, is 
a serious emergency, as the patient will 
suffocate in a few moments if the obstruc- 
tion is not promptly removed. The symp- 
toms of laryngeal edema are gasping respi- 
ration or complete apnea, intense cyanosis, 
dysphagia and odynophagia. 

Treatment: In moderately severe cases, 
topical application of epinephrine to the 
swollen larynx by means of a spray, plus 
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subcutaneous injection of the same drug, 
may be effective in relieving obstruction. 
In severe cases, where death is imminent, 
tracheotomy or intubation must be done.*! 
GASTROINTESTINAL EMERGENCIES 

Gastrointestinal emergencies are predom- 
inantly surgical. The internist’s responsi- 
bility is largely a matter of diagnosis, 
which has been so thoroughly and concisely 
covered by Hardy’ that it would be pre- 
sumptuous to attempt further simplifica- 
tion of the problem. However, there are a 
few points in emergency treatment which 
must be briefly discussed. 

A. Ruptured Peptic Ulcer:® (1). Enough 
morphine sulfate to relieve the patient’s 
pain is absolutely necessary. This may 
require 14 grain or more. 

(2). Prompt intubation and continuous 
gastric suction are urgently indicated to 
prevent further spillage of intestinal con- 
tents into the peritoneal cavity. 

(3). The patient is usually in shock, 
which must be treated promptly by the 
usual methods. 


(4). Placing the patient on his left side 
may localize the peritonitis and prevent 
development of subhepatic abscess. 

B. Acute Pancreatitis: Acute pancreati- 
tis is not properly a surgical emergency, 
except in the fulminating hemorrhagic 
type. The majority of cases are not ful- 
minating and fare much better under med- 
ical treatment than they do after operation. 
If those deaths, which occur within 24 hours 
after operation, are included, the surgical 
mortality rate is 75 per cent, whereas the 
medical mortality rate is slightly under 25 
per cent.** 

Treatment: (1). Large doses of mor- 
phine are required to control the pain, 
which is characteristically resistant to mor- 
phia. 


(2). An indwelling duodenal suction 


tube must be inserted and left in place dur- 
ing the acute stage of the disease. 

(3). Hot stupes on the abdomen and a 
rectal tube are indicated for relief of ob- 
struction. 

(4). Transfusions of plasma and whole 
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blood must be given if the patient is in 
shock. 


(5). Enough intravenous 5 per cent 
glucose in saline solution should be given to 
maintain urinary output at 1000 c. c. a day. 
The necessary intake will vary with the 
amount of fluid lost by vomiting.** 

(6). Fifteen to 20 units of insulin for 
every liter of glucose solution are advisable, 
because many of these cases are compli- 
cated by impaired carbohydrate metab- 
olism.!” 

C. Acute Diverticulitis of the Colon: 
Operation is contraindicated in uncompli- 
cated diverticulitis..° Medical treatment 
will afford symptomatic relief in 67 per 
cent of cases” and prepare the patient for 
elective surgery after the acute stage has 
passed. 

Treatment: (1). The patient should be 
put at bed rest and his colon rested by the 
use of parenteral fluids.*® 

(2). Laxatives and cathartics are 
strongly contraindicated, but warm enemas 
of 0.5 to 1 per cent magnesium sulfate are 
beneficial. 

(3). Atropine sulfate should be pushed 
to the limit of tolerance to relax intestinal 
spasm. The initial dose is 1/250 grain, 
which may be repeated every two hours 
until response is noted.’” 

(4). Codeine sulfate, 14 grain, is useful 
to give immediate relief from discomfort. 

D. Acute Dilatation of the Stomach, 
Major Pyloric Obstruction and Upper In- 
testinal Obstruction: These conditions re- 
quire immediate decompression by indwell- 
ing suction tubes and reestablishment of 
fluid and electrolyte balance by means of 
intravenous infusions of glucose and sa- 
line.” This treatment will, if begun prompt- 
ly, cure dilatation of the stomach” and will 
make the patient with pyloric or small 
bowel obstruction a much better surgical 
risk. 

E. Acute Cholecystitis: Patients first 
seen in the “danger period” of acute chole- 
cystitis, from the second to the seventh 
day, are temporarily medical problems.*! 

Treatment:'® (1). Complete bed rest is 
necessary. 
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(2). Morphine sulfate, 14 grain as 
needed to control pain, is indicated. 

(3). Codeine sulfate, 14 grain, extract 
of belladonna, 1/12 grain, and acetylsali- 
cylic acid, 5 grains, every three to six hours, 
often control moderate pain. 


(4). Flaxseed poultices to the abdomen 
for one hour out of every six hours may 
provide some relief from pain. 


(5). Low fat, high protein and carbo- 
hydrate diet, if the patient is able to toler- 
ate food by mouth, or intravenous infus- 
ions of 10 per cent glucose in normal saline, 
te the amount of 2000 to 3000 c. c. a day, 
are necessary. 


(6). Bland enemas are indicated to 
stimulate bowel movements. 

(7). Vitamin K, 1 to 2 mg. orally or 
intramuscularly every two hours, is indi- 
cated if the prothrombin time is less than 
50 per cent. 

SUMMARY 

An attempt has been made to outline the 
important diagnostic points and immediate 
treatment of some of the most common 
medical emergencies. A brief recapitula- 
tion of suggested methods of therapy fol- 
lows: 

1. Shock must be treated by large doses 
of morphine, plasma infusion, oxygen in- 
halation and cautious application of heat. 

2. The general principles of treatment 
of hemorrhage are rest and sedation of the 
patient, hemostasis, and replacement of lost 
blood. In intracranial hemorrhage, opera- 
tion is required in some cases, and meas- 
ures to reduce increased intracranial pres- 
sure are often necessary. 

3. Acute alcoholic coma requires imme- 
diate gastric lavage, respiratory stimula- 
tion and artificial respiration in severe 
cases. 

4. Status epilepticus is treated by seda- 
tion and intravenous fluids to combat ex- 
haustion. 

5. Treatment of drug poisoning depends 
on the nature of the toxic agent. For 
gaseous poisons, fresh air, artificial respi- 
ration and oxygen inhalation are indicated. 
Ingested poisons must be removed by means 
of gastric lavage and emetics. Analeptics 
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are indicated for the treatment of poisoning 
by central nervous system depressants. 


6. Anti-pyrexial measures and _ intra- 
venous fluids are the mainstays of treat- 
ment for heat stroke. 

7. Heat exhaustion requires warmth 
and intravenous fluids. 

8. Brain tumor, brain abscess, and skull 
injury are surgical problems. 

9. Sulfonamides and measures to re- 
duce intracranial pressure are urgently 
needed in cases of meningitis. 

10. In the management of any coma- 
tose patient, the special precautions which 
must be taken are to maintain kidney func- 
tion, prevent excessive sodium intake, 
guard against pulmonary edema and shock. 

11. Absolute bed rest, morphine, oxy- 
gen inhalation, digitalization, administra- 
tion of diuretics for edema, and atropine 
sulfate or aminophylline for bronchospasm 
are the essentials in treatment of congestive 
heart failure. 

12. Absolute bed rest, morphine, oxygen 
and aminophylline are likewise indicated 
for treatment of coronary occlusion. Digi- 
talis is contraindicated unless congestive 
heart failure is also present. 

13. Nitrites in some form are specific 
for angina pectoris. 

14. Quinidine sulfate is the drug of 
choice for prolonged auricular or ventric- 
ular tachycardia. 

15. Digitalis is the drug of choice for 
auricular flutter and fibrillation in the ma- 
jority of cases, but quinidine may be indi- 
cated under some circumstances. 

16. Intracardiac injection of epine- 
phrine may be lifesaving in Adams-Stokes 
syndrome, but the opportunity for such dra- 
matic treatment rarely presents itself. 

17. Cardiac tamponade demands imme- 
diate paracentesis and withdrawal of fluid 
from the pericardial sac to relieve compres- 
sion. 

18. Pulmonary emergencies are usually 
accompanied by shock, which must be 
treated promptly. Oxygen inhalation is also 
routine in all these cases. Further treat- 
ment of infarction includes bed rest, mor- 
phine and at times embolectomy. Removal 
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of bronchial obstruction is imperative in 
cases of atelectasis. Aspiration of air from 
the pleural cavity may be required in pneu- 
mothorax. Treatment of pulmonary edema 
consists in treatment of the cause. Arti- 
ficial respiration is necessary in cases of 
asphyxia. 

19. The object of treatment in renal 
emergencies is to restore urinary secretion. 
Forcing fluids, limitation of salt intake. 
aminophylline, diathermy, spinal anesthe- 
sia, splanchnic block and kidney decapsula- 
tion may be tried, in this order, to induce 
diuresis. If acidosis is present, it must be 
combatted by intravenous injection of Hart- 
mann’s solution. 


20. Diabetic coma requires insulin, in- 
travenous infusion of saline, gastric lavage, 
cleansing enemas, and in some cases intra- 
venous glucose solution and blood trans- 
fusions. 

21. Hypoglycemic shock treatment con- 
sists in administration of glucose by the 
most convenient and practicable route. 

22. Intravenous infusions of salt solu- 
tion and administration of adrenal cortical 
extract and DCA are usually very effective 
in the management of Addisonian crises. 

23. Ice packs and ice water enemas to 
control hyperpyrexia, and inorganic iodides 
to prevent liberation of the thyroid hor- 
mone are the two important measures in 
treatment of thyroid crises. 

24. Calcium salts and parathormone are 
required to restore blood calcium to its 
normal level in cases of parathyroid tetany. 

25. Epinephrine is the most useful and 
effective drug in the management of all 
forms of allergic emergencies. It may be 
given subcutaneously, applied topically, or, 
in extreme cases, injected intravenously. 
Aminophylline, potassium iodide, oxygen- 
helium inhalation, and intravenous fluids 
supplement epinephrine in the management 
of bronchial asthma. If the patient does 


not respond to epinephrine, ephedrine sul- 
fate may prove effective. Severe angioneu- 
rotic edema may require tracheotomy or in- 
tubation. 

26. Gastrointestinal emergencies are 
predominantly surgical problems, but pre- 
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operative medical treatment is important in 
preparing the patient for operation. De- 
compression of the bowel, restoration of 
fluid and electrolyte balance, bed rest and 


sedation are indicated in these cases. 
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CLINICO-PATHOLOGIC CONFERENCE 


J. L. WILSON, M. D.+ 
and 


Cc. E. DUNLAP, M. 
NEW ORLEANS 


The following clinico-pathologic con- 
ference presents some interesting diagnos- 
tic problems. The history of the patient is 
as follows: 


M. P., a 22 year old colored female, was admitted 
to the Charity Hospital on September 14, 1944 and 
died on October 27, 1944. 


Summary of History: The patient was admitted 
with a chief complaint of hemoptysis, saying she 
had been perfectly well until three days previously 
when. she developed a slight cough, only slightly 
productive and not troublesome. The night before 
admission she had a severe coughing attack, rais- 
ing about half a cupful of bright red blood. She 
had been known to be a severe diabetic for about 
six years. There had been no loss of weight, no 
night sweats, and no fever noticed. Review of 
systems was negative. Past and family history 
normal, except for past history of diabetes. She 
was married, and had two children, both well. 

Summary of Physical Examination: Tempera- 
tive 99.2°, pulse 88, respirations 26, blood pressure 
120/80. She was well developed, well nourished, 
and “did not appear to be acutely ill.” Head, E. E. 
N. T. essentially normal. Lung fields were re- 
sonant to percussion “breath sounds clear and 
normal, no rales or other abnormalities.” The 
heart rhythm was regular; no murmurs. The 
abdomen was flat and relaxed, no tenderness, no 
palpable organs or masses. 

Summary of Laboratory Findings: October 4, 
1944 white blood cells 15,800; October 17, 1944 
white blood cells 13,000. Urine on admission acid, 
1.018, alb. 0, sugar 4+, acetone 3+. Blood glu- 
cose 276 on September 27, 1944 and 250 on October 
2, 1944. CO, 11 on September 27, 1944. Serology 
negative. Neufeld negative on October 20, 1944. 
Four smears for acid fast bacilli negative; five 
concentrates for acid fast bacilli negative. EPA 
chest on September 14 showed infiltration and fibro- 
sis in the upper third of right lung; on September 
26 EPA chest showed right pneumothorax, 40 per 
cent collapse. Urinalysis for sugar and acetone 
were done three times daily during hospitalization, 
varying from negative to 4+ sugar and acetone 
without regularity or consistency. 

Summary of Previous Records: She was first 
treated here as a clinic patient in 1935 for chronic- 
ally diseased tonsils, again in 1938 for pain in 
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Fig. A. M. P.; roentgenogram of chest on ad- 


mission, September 14, 1944, showing infiltration 
and contraction of right upper lobe. 


lower right quadrant, “urinalysis negative” 
thought due to cystic ovary, then sent to surgery 
clinic in 1939 for “chronic appendicitis.” Seen 
again in 1940 complaining of “pain in calves” and 
loss of weight in spite of good appetite. Next 
note is from postpartum clinic in May, 1941 say- 
ing “she is a known diabetic since 1940, April.” 
Returned in December 1941 as “possible preg- 
nancy.” She had a five months’ miscarriage in 
1941. Delivered a child on April 21, 1942 in the 
hospital with no complications, being maintained 
on 40 units of protamine zinc insulin daily. Re- 
turned to delivery room on July 12, 1943 with BP 
210/150 3+ edema; 4+ sugar and no albumin in 
urine; delivered spontaneously and left the hospital 
in good condition. On October 19, 1943 she was 
admitted in diabetic acidosis following pain in 
right side and chest, and vomiting for two days. 
She was given sulfathiazole for “pyelonephritis” 
and her acidosis and diabetes treated; discharged 
on 25 units of protamine zinc insulin. Blood sugar 
had been 315 and co, 32 on admission. 

Course in Hospital: The patient was in and out 
of acidosis every day or so until after about two 
weeks in the hospital, after which only traces of 
acetone were found except for 2+ on October 22, 
and October 26. The urine was never sugar free 
for more than a few hours, in spite of large doses 
of insulin. She was receiving 20 units of regular 
insulin and 70 units of protamine zinc insulin 
daily for the last few days of life. She had low 
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grade fever until the end of September when the 
fever increased to 105.4 on September 27, 1944 
after which the curve was remittent; between nor- 
mal and 105°. Her temperature fell to 97.2 at 
4:00 a. m. on the day of death. The pulse rate rose 
continuously and was over 140 for the week pre- 
ceding death. Pneumothorax (right) had been 


10° 


Fig. B. M. P., October 17, 1944, ten days before 
death, showing infiltration of entire right lung 
and central part of left lung. Note nasal catheter 
for oxygen. 


started on September 22, 1944 and was refilled 
regularly, the last was 250 ¢. c. on the day of 
death. For the last few days of life the diabetes 
was very erratic and difficult to control. On Oc- 
tober 23 consolidation of the right lower lobe was 
found and coarse moist rales throughout the lung 
fields. She became semi-comatose early on October 
27, sugar 0, acetone 0 (urine). A dextrose infu- 
sion was given, also adrenalin, coramine and 0.. 
From 4:00 a. m. until death at 2:00 p. m. the 
urine sohwed 1 to 2+ sugar but no acetone. She 
expired in coma. 


Dr. J. L. Wilson: The patient to be pre- 
sented this morning is a 22-year-old colored 
female and she has a rather short and 
simple history. Her present illness began 
only three days before admission with an 
apparently acute infection and a slight 
cough, only slightly productive. Suddenly 
the night before admission she began 


coughing up blood; altogether about a half 
cup of bright red blood. This happened in 
a young negress known to be a diabetic 
since 1940. She had no loss of weight, no 
night sweats and no fever. A review of the 
systems was negative. 


Family and past history, if we disregard 
diabetes and pregnancy, was negative. She 
was married and had two children. 


On admission physical examination 
showed she was running a subfebrile tem- 
perature of 99.2°; respirations were 26; 
pulse 88; blood pressure 120/80. She was 
well developed, well nourished, and not 
acutely ill. The physical examination was 
essentially negative; no abnormal findings 
reported in the lungs. 


Among the laboratory findings we are at 
once struck by the urinalysis: specific grav- 
ity 1.018, sugar 4 plus and acetone 3 plus. 
Blood glucose first recorded thirteen days 
after admission was 276. Carbon dioxide 
was very low, only 11. The serologic test 
for syphilis was negative. Sputum was neg- 
ative for pneumococci, by Neufeld method. 
Four sputum smears were negative for tu- 
bercle bacilli. X-ray of chest on Septem- 
ber 14 showed an infiltration, interpreted 
as fibrosis in upper third of right lung. 
The other laboratory findings follow in the 
course of her illness. 


She has a fairly extensive previous hos- 
pital record, having been treated here for 
diseased tonsils in 1935; in 1939 for pain in 
the right lower quadrant, thought to be due 
to cystic ovary or appendicitis. She was not 
operated upon. It is noted at that time the 
urine examination was negative. In April, 
1940 she came in complaining of pain in 
calves and loss of weight in spite of good 
appetite. At that time it was discovered 
she was a diabetic. 

We find her obstetric history is also in- 
teresting. In 1941 she had a miscarriage 
at five months. Within a year of that date 
she delivered a normal child, no complica- 
tions, in April, 1942. At this time it is 
noted she was maintained on 40 units of 
protamine-zinc insulin daily. She was back 
again in July, 1943 and was delivered of 
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another normal child with spontaneous de- 
livery. In October, 1943 she came in in 
diabetic acidosis following an episode of 
pain in the right side and chest. That is 
not descriptive of exact localization of pain 
and leaves doubt as to whether she had 
pneumonia, whether tuberculosis produced 
pleurisy or whether she had a recurrence 
of her old abdominal pain. At any rate it 
was discovered that her urine was full of 
pus. She was treated with sulfathiazole, 
cleared of pyuria, discharged, being main- 
tained on 25 units of protamine-zinc insu- 
lin. The blood sugar had been 315 on that 
admission and carbon dioxide 32. 


She then was followed in the out-patient 
clinic but was not followed very closely. 
There were traces of acetone in the urine 
at times. The urine was never sugar-free 
very long. 

On admission to the hospital for the last 
illness a great deal of difficulty apparently 
was found in regulating her diabetes. On 
September 15, the day after admission, a 
note by the intern said “diabetes now under 
control. Two days later, on September 17, 
a note by the resident, underlined, stated 
“diabetes not controlled.” She had a low 
grade fever for the first week in the hos- 
pital, when the fever increased to a maxi- 
mum of 105° daily, after which the curve 
was remittent between normal and 105°. 
On the date of her death at 4:00 a. m. her 
temperature fell to 97.2°. Her pulse rate 
rose continuously and was over 140 during 
the last days of her life. She became semi- 
comatose early on the last day of her life. 
Sugar was absent, and acetone absent from 
the urine. She was given dextrose infu- 
sion, adrenalin, coramine and oxygen. 
From 4:00 a. m. until death at 2:00 p. m. 
the urine showed one to two plus sugar, no 
acetone. She died in coma. 

As far as treatment is concerned, she 
came in with infiltration in the right lung, 
the upper lobe, and it was our impression 
that the upper lobe was greatly contracted. 
Pneumothorax was instituted a few days 
after admission. Twelve days later there 
had already appeared an infiltration in the 
left lung. With this extension of the pul- 
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monary disease the temperature jumped to 
105°. By October 17, a month and three 
days after admission, she was again critic- 
ally ill with high temperature and increas- 
ing shortness of breath and a chest x-ray 
showed a complete infiltration of the right 
lung and heavy infiltration of the middle 
third of the left lung. F 


There can be very little discussion of the 
diagnosis in this case. I think it is per- 
fectly clear that this patient had proved 
diabetes mellitus. The tuberculosis is not 
proved in that she had nine sputum exami- 
nations, all negative. A tuberculin test is 
not mentioned. On the other hand, what 
else could this be in a diabetic of 22 with 
a history presenting this type of lesion with 
rapid progress throughout both lungs ex- 
cept pulmonary tuberculosis? It certainly 
was not a pneumonia of the ordinary lobar 
variety. No pneumococci were found. The 
course of the disease, Gistribution, and 
x-ray findings are all against pneumonia. 
Some form of lung abscess or some form 
of progressive disease due to actinomycosis 
or other fungi is possible, but when one 
guesses at such diagnoses he is flying in 
the face of overwhelming probability. All 
we lack in proof of a diagnosis of tubercu- 
losis is the demonstration of tubercle ba- 
cilli. With this type of tuberculosis—if 
Wwe assume it is tuberculosis—it is not at 
all uncommon to have a negative sputum 
since the process is one which invades the 
lung rapidly producing consolidation with- 
out time for cavitation to develop. 


There are certain points in the history 
to emphasize, presuming this is tubercu- 
losis. First, the relation of diabetes and 
tuberculosis. It has long been recognized 
that diabetics are very much more prone 
to develop pulmonary tuberculosis than 
non-diabetics. Statistically they are two 
or three times as liable to have tuberculo- 
sis. It has also been noted that the de- 
crease in mortality from tuberculosis is not 
accompanied by decreasing incidence of 
tuberculosis in diabetics. In pre-insulin 


days the young diabetic particularly, did 
not live long enough to develop tuberculo- 
In spite of the fact that 60 per cent of 
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the diabetics we see now are in the middle 
aged or elderly age group, the life of the 
diabetic is prolonged sufficiently to die of 
something else besides diabetes and nine 
or ten per cent of deaths among diabetics 
are caused by tuberculosis. The explana- 
tion for this tendency to develop tubercu- 
losis is purely hypothetical; probably not 
directly related to hyperglycemia but to 
other disturbances of metabolism, particu- 
larly of fat metabolism with an increase 
of glycerol in the system, since it is well 
known that the tubercle bacillus thrives in 
certain concentrations of glycerol. It may 
also be due to deranged protein metabolism 
or other factors; not necessarily due to hy- 
perglycemia. It has been recognized that 
the patient with diabetes who is fairly well 
regulated and never has ketosis does not 
seem to be particularly prone to develop tu- 
bereculosis. Of those patients with ketosis, 
a very considerable percentage develop 
progressive tuberculosis within two or 
three years after an attack of diabetic coma. 


The other factor in this case that was 
bad was that this woman had a miscar- 
riage at five months; she had then another 
pregnancy and then within a year a third 
pregnancy. On the third admission when 
she had her second living child, she had an 
elevated blood pressure, marked peripheral 
edema and the record says “no albumin in 
urine,” but the history shows that at times 
with the first and second pregnancy she had 
a good deal of albumin in the urine, so pos- 
sibly she had a certain degree of toxemia 
of pregnancy also. These repeated preg- 
nancies, in my opinion, were contributory 
to her down-hill course with pulmonary tu- 
berculosis. I do not think one can escape 
the fact that the strain of pregnancy, de- 
livery and care of small children after de- 
livery contributed to the progression of her 
disease. 


Another point brought out by this case is 
the question as to why her diabetes was so 
difficult to control. Outside of the hospital 
it is obvious that the diabetes was difficult 
to control because we were dealing with an 
ignorant patient, making occasional visits 
to the clinic and unable to master details 


essential for its control. In the hospital in 
this last illness it seems to me that her 
diabetes was unusually difficult to control. 
On the ward we stepped up her insulin 
every few days in an effort to get the urine 
free of acetone and then sugar and although 
the dosage mounted to a total of 90 units of 
insulin she was still putting out sugar and 
occasionally acetone in the urine. In a 
lesser degree this is rather characteristic 
of every case of tuberculosis and diabetes. 
Often patients admitted with acute, active 
pulmonary tuberculosis, particularly when 
febrile, take large dose of insulin for con- 
trol. Later as the tuberculosis comes under 
control and the temperature becomes nor- 
mal on rest therapy, the dose of insulin re- 
quired becomes smaller and smaller. Oc- 
casionally we see a patient get along with- 
out insulin after the tuberculosis has been 
successfully treated. 


In summary, we have a young woman, a 
negress, who has had three pregnancies in 
rapid succession; who is a known diabetic 
with moderately severe diabetes becoming, 
under the impact of infection, rather 
markedly severe, with no previous x-rays, 
but evidence by x-ray on admission of a 
minimal, contracted tuberculosis of the 
right apex. Within a short time, after un- 
successful pneumothorax, tuberculosis 
spreads throughout that lung and to the 
other side. The diabetes becomes more 
and more difficult to control. The patient 
becomes increasingly dyspneic and ex- 
pires within six weeks of the time of ad- 
mission. The clinical diagnosis—diabetes 
mellitus and pulmonary tuberculosis. 

Dr. C. E. Dunlap: Dr. Wilson, do you be- 
lieve the character and course of tubercu- 
losis in the diabetic differs from tubercu- 
losis in the non-diabetic? 


Dr. Wilson: One has to define the 
terms. When cases of diabetes and tuber- 
culosis are assembled we find many in the 
elderly diabetics with a fibrous form of tu- 
berculosis, but as one goes down the age 
scale to the younger diabetics, I think it is 
definite that the diabetic who is uncon- 
trolled has a florid type of tuberculosis, 
very frequently appearing in the lower part 
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of the lung and extending rapidly through- 
out the lung. 


Dr. Dunlap: Dr. Musser, do you care to 
say anything about the patient? 

Dr. J. H. Musser: There are two or three 
things which are rather interesting. Aside 
from the immediate cause of death, I was 
interested in these distinct evidences of 
toxemia of pregnancy and I wondered if, in 
addition to the tuberculosis, you are not 
going to find the kidneys rather badly 
damaged. 

Another thing I think is quite remark- 
able is the notation that fever was of a low 
grade until suddenly on the twentieth day 
of September the fever suddenly jumped to 
105° and thereafter was remittent between 
that figure and the normal figure. I be- 
lieve she developed a blood stream infec- 
tion at this time, so she had not only tu- 
berculosis of the lung but also disseminated 
throughout the body. 


The third thing that I would like to com- 
ment on is the fact that every once in a 
while we are very fortunate in having a 
person with tuberculosis who has a con- 
comitant diabetes and when that occurs in 
these fortunate cases, as I say, the tuber- 
culosis will disappear almost as rapidly as 
the diabetes is being controlled by insulin. 
It is really very spectacular but unfor- 
tunately it only happens occasionally. The 
first patient I treated with tuberculosis, 
who had diabetes, was a man about 43 and 
at that time insulin had just been intro- 
duced. He was coughing up a large num- 
ber of tubercle bacilli every day, lost 
weight rapidly, and his progress was very 
markedly downhill. He was put on insulin. 
The improvement was spectacular. He 
went ahead and took care of his tubercu- 
lous process and we took care of his dia- 
betes. The last time I saw him, six or seven 
years after, he was just as well and 
strong and healthy as a man could be with 
a well controlled diabetes. 

One other point I would like to bring out 
that Dr. Wilson mentioned, namely, that 
this patient was well treated, I think, about 
as satisfactorily as any one could be treated. 
I would like you to remember that coma is 
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not necessarily coma that is due to a ke- 
tosis. This patient had been receiving large 
doses of insulin and it is quite possible that 
the coma that she went into before she ex- 
pired might have been a hypoglycemic re- 
action. Therefore I would like to stress the 
importance always of examining the urine 
of a patient to whom you are going to give 
insulin if you are not thoroughly acquaint- 
ed with the case. I think that is almost ob- 
ligatory because we have known of patients 
who have gone into a real coma and been 
given further doses of insulin when the 
coma was actually hypoglycemia produced 
by overdosage of insulin. 


Dr. Dunlap: Are there any other com- 
ments or questions? (No one responded.) 

Dr. Edenfield will you enter the students 
diagnoses on the board? (These were as 
follows) : 


Pulmonary tuberculosis—15 
Miliary tuberculosis—3 
Lung abscess—1 

Pulmonary infarction—3 
Diabetic coma—2 
Bronchopneumonia—5 
Diabetes—10 

Insulin shock—3 


Dr. Edenfield: There were various com- 
binations of diagnoses, that is, all those who 
listed diabetes also gave additional diag- 
noses. 

Dr. Dunlap: Students are conservative 
diagnosticians. Dr. Wilson, as we have 
learned to expect, has made the correct 
diagnosis. Nevertheless this is a very in- 
teresting case from the teaching point of 
view and we thought it well worth present- 
ing. 

Dr. Wilson has correctly diagnosed the 
collapse of the right upper lobe and the ex- 
tensive tuberculous involvement of the re- 
maining lobes. The right upper lobe was 
adherent to the chest wall at the apex by 
fibrous adhesions. The lobe was unexpand- 
ed and on section showed extensive casea- 
tion and fibrosis. The disease had appar- 


ently extended from this region into the 
entire right lung. Throughout the lung 
there are yellow nodular masses of caseous 
material with consolidation of the inter- 
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vening lung tissue. A very similar pic- 
ture is present throughout the left lung. In 
fact here the nodules of tuberculosis are 
even less discreet and become confluent 
throughout practically all of the lung tissue 
with the exception of a few marginal re- 
gions. Apart from these two lungs and the 
hilar lymph nodes we did not find any gross 
evidence of tuberculosis in other parts of 
the body. 


The spleen appeared normal in the gross 
as well as on microscopic examination. 
We rather expected to find some disease 
of the kidneys but this was not found. The 
kidneys were normal both grossly and mi- 
croscopically. The small size of the heart 
suggests that this patient did not have a 
long, continued, or permanent hyperten- 
sion. It is therefore probable that her hy- 
pertension during a previous pregnancy 
was not long continued, since cardiac hyper- 
trophy is practically a constant accompani- 
ment of sustained hypertension. The liver 
had a somewhat smooth, glossy, watery 
appearance. It did not contain excessive 
quantities of fat. 

As far as the diabetes is concerned, we 
found nothing at autopsy which would jus- 
tify a positive diagnosis of diabetes and 
we have no apologies to offer for that. The 
pancreas weighed fifty-five grams and 
microscopically the islets appeared normal. 
This is what we find in as many as half 
the cases of diabetes. It seems rather in- 
congruous perhaps that a disease as defi- 
nite and as dramatic as diabetes should not 
be associated with consistent and recog- 
nizable pathologic changes. In those cases 
in which the pancreas is destroyed, of 
course one finds clinical diabetes. In other 
instances we may find changes in the is- 
lands ranging from rather subtle changes, 
such as hydropic degeneration to extensive 
fibrosis or hyalinization of the islands. In 
these instances it seems reasonable to at- 
tribute the diabetes to insular damage but 
in other cases as I mentioned previously, 
the islets are anatomically normal. This 
naturally leads one to wonder whether 
all cases of diabetes are primary diseases 
of the pancreas or whether some may not 


represent dysfunction of other organs, pos- 
sibly the pituitary. 


I think, before discussing this case any 
further, we might show three lantern 
slides illustrating the lesions of tubercu- 
losis as they occurred in the lungs and also 
one slide of the liver. 


You probably recall that a few weeks ago 
we presented here a case of first infection 
tuberculosis showing a fairly well localized 
lesion of the lung surrounded by lympho- 
cytes and fibroblasts, without any patho- 
logic changes in the neighboring lung tis- 
sue. Here we see a very different picture 
in the lungs. The tubercle present in the 
center of the slide is without definite, 
clearly demarcated margins. There is no 
evidence of attempted walling-off or 
lymphocytic accumulation. About this le- 
sion we find extensive changes in the neigh- 
boring lung including edema, infiltration 
of many macrophages and also many poly- 
morphonuclear leukocytes. This picture 
was present throughout the entire lung. In 
many regions there were extensive areas of 
confluent caseation, and the whole picture 
was, as Dr. Wilson predicted, one of tuber- 
culous pneumonia. This reaction around 
obvious centers of tuberculosis is frequently 
attributed to an allergic inflammation and 
there is some argument as to whether tu- 
bercle bacilli themselves extend to the 
limits of the inflammatory process. Clinic- 
ally patients with tuberculous pneumonia 
may show a considerable amount of reso- 
lution of that portion of the lung which 
was previously consolidated, and we pre- 
sume that resolution takes place in the re- 
gions of non-caseating inflammation and 
not in regions which are frankly caseated 
with destruction of lung tissue. Therefore 
the extent of consolidation in tuberculosis, 
as seen by x-ray, does not represent the ex- 
tent of irreversible disease and consider- 
able resolution and clearing may take place. 


The next slide shows the only extra- 
pulmonary lesion of tuberculosis which we 
were able to find in this patient. This is in 
a lymph node at the hilus of the lung and 
we see a nice early tubercle with two big 
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giant cells surrounded by a border of epi- 
thelioid cells and lymphocytes. 


We found no tuberculosis in the gastro- 
intestinal tract where it is not uncommon 
to find rather recent tuberculous ulcera- 
tions in patients who have brought up in- 
fected sputum and swallowed it. We in- 
terpret many intestinal lesions as having 
occurred shortly before death and record 
them as incidental findings. In this case 
we found no such lesions. 


The next and last slide, is one of the liver 
taken at high magnification. I mentioned 
that, without the clinical history, we would 
not have been able to make the diagnosis of 
diabetes. There are, however, a few patho- 
logic findings frequently present in uncon- 
trolled diabetics and among these is glyco- 
gen in the liver cell nuclei. Glycogen is 
normally present in the cytoplasm of he- 
patic cells but in a diabetic it may be de- 
posited in the nuclei, pushing the chroma- 
tin to the periphery and leaving a pale 
empty looking central area. We sometimes 
find a similar change in patients who re- 
ceive large quantities of intravenous glu- 
cose shortly before death so we cannot con- 
sider this or other disturbances of glycogen 
deposition as absolutely pathognomonic of 
diabetes. Another change observable in 
this slide is edema of the liver, a diagnosis 
that for some reason is seldom made and 
probably a change that interferes little if 
at all with the function of the liver. Since 
the liver contains such a small amount of 
connective tissue, accumulation of fluids in 
the liver must seek a different site and is 
ordinarily found between the endothelium 
of the sinusoid and the adjacent liver cells. 
Here is the endothelium of a sinusoid of 
the liver which is normally approximated 
to the adjacent cells but here it is separated 
from the liver cords by a clear space pre- 
sumably representing edema fluid. We 
find this change quite frequently in well 
hydrated or excessively hydrated patients 
who come to autopsy and believe it has 
little importance as far as liver function is 
concerned. 


I would like to return for a moment to 
a point already discussed; two points for 
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that matter; first, the pregnant diabetic 
and second, the diabetic with infection. 
Well controlled diabetes apparently does 
not interfere greatly with conception or 
gestation and constitutes a relatively minor 
hazard to the parturient woman. However 
the children of diabetics frequently fail to 
survive. Hellwig has examined the pan- 
creases of babies born of diabetic mothers 
and has found considerable increase in the 
total volume of islet tissue. It has been 
proposed that the baby of a diabetic mother 
developing in an environment poor in in- 
sulin, compensates by a functional hyper- 
plasia of its own islet tissue, and may suf- 
fer from severe postnatal hypoglycemia. 
In recent years babies born of diabetic 
mothers have had a much better chance of 
survival and this in part is due to intelli- 
gent care of the baby. The blood sugar is 
determined and a fall level that is danger- 
ous to life is combatted by supplying sugar 
to the baby. 


As far as infection in diabetes is con- 
cerned, there is little evidence that a well 
controlled diabetic is more subject to infec- 
tion than a normal person. The difficulty 
with such a statement is that few diabetics 
are perfectly controlled at all times and 
that once a diabetic does acquire an infec- 
tion it becomes increasingly difficult to 
control the diabetes. 


Dr. Wilson mentioned the factor of in- 
creased blood and tissue sugar which has 
been used by some to explain the increased 
incidence of infection in diabetics. It has 
been pointed out by bacteriologists that a 
sugar concentration greater than 0.1 per 
cent or 100 mg. per cent in artificial cul- 
ture media does not favor the growth of 
any of the ordinary pathogenic bacteria and 
hence the increase of blood or tissue sugar 
above this level would not be expected to 
favor growth of micro-organisms in tissue. 
We have no explanation of increased sus- 
ceptibility of diabetics to infection. It is 


amazing to consider how little we really 
know about diabetes, as to its etiology, its 
essential nature and its complications. The 
great success of the modern treatment of 
diabetes is a fine tribute to empirical 
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medicine based on sound but incomplete 
scientific data. 


I think that is all I have to say. Dr. 
Wilson, do you care to make any further 
remarks? 


Dr. Wilson: In trying to read back and 
interpret the course of events, Dr. Dunlap, 
in the right upper lobe—was that a re- 
cent process or old process and did the 
bronchus show obstruction to produce 
marked diminution in size of the right up- 
ber lobe, or was this due to the fibrosis of 
a long-standing process? Also, was there 
any ulceration into the bronchus? 


Dr. Dunlap: There was no calcification 
and no old brawny fibrosis in the right up- 
per lobe although fibrous tissue was more 
abundant there than elsewhere and an en- 
capsulated region of caseation was present. 
I believe this represents the original site of 
infection. We found no ulceration of the 
bronchi or any ulceration into the lymph 
nodes. 

Dr. Wilson: In children and in negroes 
of older age than children, ulceration into 
the bronchial tree is not uncommon and can 
present the picture of tuberculous pneu- 
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monia. I think we must assume in this 
case that the diabetes probably existed 
longer than the known period but also that 
she probably had pulmonary tuberculosis of 
the right upper lobe for many months, as 
it must have taken time for the right upper 
lobe to shrink to that degree. And then un- 
der the stimulus of uncontrolled diabetes, 
she developed rapidly progressive tubercu- 
losis. Pneumonia was widespread and even 
in the last 24 hours of life she must have 
developed a great deal of this collateral 
inflammation or reaction in the paren- 
chyma of the lung to tuberculosis without 
definite caseation. On October 17, ten days 
before exitus, she still had a considerable 
portion of the left lung areated and yet by 
deduction from the nasal catheter in the 
x-ray she was under oxygen at that time. 

Student: Dr. Wilson, might not the in- 
stitution of pneumothorax be of danger in 
disseminating the tuberculosis from one 
lung to the other? 

Dr. Wilson: The pneumothorax was in- 
stituted as an emergency to control hemop- 
tysis. With negative sputum there is no in- 
creased danger of collapse causing a spread 
to the other lung. 
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ETHICAL ADVERTISING? 


It is most discouraging, disheartening 
and in a sense disgusting to read some of 
the advertising which is now appearing in 
the New Orleans newspapers. The adver- 
tising referred to has to do with patent 
medicines. There was a period of time 
when practically every ethical newspaper 
in this country refused to accept certain 
types of proprietary medical advertise- 
ments. They seem to have come back with 
a rush recently. 


Editorials 


It is assumed that an advertisement gives 
endorsement to a product or at least as- 
sumes that a product or preparation is 
honest yet when the supposed symptoms 
of a nephritis are presented in an adver- 
tisement and then the reader is told to take 
a certain preparation for his kidneys which 
at the best will do no good and may actually 
be harmful, then the newspaper is not 
dealing fairly with the public. If the in- 
dividual has kidney disease definitely that 
person should be under the care of a doc- 
tor. Kidney disease is not diagnosed by 
the presence of backache or pain in the legs 
and the remedy suggested cannot possibly 
be of benefit to the sufferer from nephritis. 
One of the New Orleans evening papers 
has an advertisement of the famous (?) 
Lydia Pinkham’s vegetable compound. The 
ineffectiveness of this preparation has been 
repeatedly exposed. In the same number 
of the evening paper in which this adver- 
tisement appears there are advertisements 
for remedies that will cure eczema, ring- 
worm, scabies on one application. There 
are innumerable advertisements having to 
do with deodorants, cures for sour stomach, 
cures for athlete’s foot, cures for head- 
aches, all sprinkled through the advertis- 
ing columns. A two column wide adver- 
tisement recites how a special vitamin pre- 
paration of secret formula “peps up” an 
individual who feels “dull or is slowed 
down.” Vitamins do not and cannot have 
this effect. 


The New Orleans morning and evening 
paper under the same management is filled 
with these distinctly unethical advertise- 
ments. It can be said to the credit of the 
other evening paper that it has not de- 
scended to kidney pills and dysmenorrhea 
cures but it does advertise innumerable de- 
odorants, none of which are probably of any 
value whatsoever. 


ray 


HOUSE BILL 1391 . 


The medical profession should support 
the bill introduced by Dr. A. L. Miller 
of the fourth district of Nebraska which 
provides for a secretary of Cabinet rank 
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in a proposed Department of National 
Health. This, if passed, will accomplish 
that which has been advocated for many 
years by the medical profession. Repeat- 
edly the House of Delegates of the Ameri- 
can Medical Association has passed resolu- 
tions to the effect that there should be an 
executive department under which should 
come all the various medical activities of 
the United States Government and at whose 
head should be a Secretary of National 
Health. 

Dr. Miller states that there are thirty-two 
Federal agencies dealing with various 
phases of health. These agencies are scat- 
tered throughout the Government. The 
United States Public Health Service, for 
example, a very large organization, has 
been under the Treasury Department, al- 
though recently placed under Federal Se- 
curity Agency. Certain hospitals are un- 
der other agencies or departments. The De- 
partment of Agriculture has moved far in 
advancing socialistic medicine through 
some of its divisions. The Department of 
the Interior has charge of one of the most 
important Washington hospitals and other 
hospitals scattered throughout the country. 
One could continue almost indefinitely re- 
citing the departments and agencies that 
deal with matters medical. It is only the 
part of good common sense to amalgamate 
the various medical agencies under one 
head who, of course, should be a physician 
who should outline the policies of the health 
services given by the United States Gov- 
ernment and who should have the rank of a 
cabinet officer. 
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THE WRITING OF PRESCRIPTIONS 


It might be wise to call attention to the 
text of the resolutions adopted by the House 
of Delegates of the Louisiana Medical So- 
ciety at the annual meeting held in 1944, 
which were sent to the chairman of the 
Committee on Medical Education. These 
resolutions are printed elsewhere in the 
Journal. The resolutions are critical of 
the lack of knowledge of dosage of drugs 
and preparation of prescriptions by recent 
graduates. It is somewhat difficult to 


know why students who have just gradu- 
ated do not know the dosage of import- 
ant drugs. They certainly had the oppor- 
tunity of seeing and hearing about the 
treatment of the sick patient and the dis- 
cussion of the treatment includes the dos- 
age of the drug. On the other hand it is a 
well known fact that the younger physicians 
do not write prescriptions which would 
give the pharmacist exact directions as 
how to prepare the combination of drugs 
contained in a prescription. This is prob- 
ably dependent upon several factors, one of 
which lies in the fact that prescription 
writing is reduced to almost the irreducible 
minimum during the term of service of a 
neophyte in medicine as an intern. It is 
customary to write hospital orders with a 
single drug being given at a time or if three 
or four drugs are given they are ordered as 
single preparations and not combined with 
one another. The consequence is that what 
prescription writing a man has learned as 
a student is forgotten when his internship 
is completed. Another factor which plays 
a role in the deterioration of the art of pre- 
scription writing is that there is a tendency 
in practice today, as is done in hospitals, to 
write a prescription for one drug alone and 
not to confuse the issue by a combination of 
two or more drugs. This is probably an 
excellent method of prescribing. Rarely 
nowadays is digitalis given in combination 
with other drugs. It is much better to give 
‘belladonna by itself and to work up to the 
physiologic limit of dosage. The sulfa pre- 
parations are given in tablet form which 
contains only this one drug. Many other 
drugs could be enumerated from which the 
physician expects a definite reaction. 

One of the past masters of therapeutics 
has said, “know a few drugs and know them 
completely.” This is a wise dictum and 
well could be followed by medical prac- 
titioners. However, this does not mitigate 
the importance of knowing the important 
drugs and their dosage and how to prepare 
them when and if they are put in combina- 
tions which should have the dosage of the 
several drugs proportioned properly to the 
need of a specific patient. 
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THE TREATMENT OF ESSENTIAL 
HYPERTENSION 


The present day treatment of hyperten- 
sion should be directed towards treatment 
of the underlying pathology, whatever that 
may be, and the treatment cf the symptoms. 
Ayman* writes that the three dominating 
groups of symptoms in this condition are: 
(1) psychosomatic, (2) vasospastic, and 
(3) organic. With the first there occur 
headaches, weakness, inability to sleep, fre- 
quency of urination, dizziness and altera- 
tion in bowel habits. The vasospastic symp- 
toms are indicative of more advanced vas- 
cular change and include headaches, at 
times convulsions and occasionally tem- 
porary paresis. In the third group, the 
symptoms arise as result of either cardiac 
or renal damage or vascular disease of the 
brain. To the first group of patients seda- 
tives are largely employed. For the other 
group of patients symptomatic therapy is 
indicated ; digitalis, for example, for the in- 
dividual with the large heart in partial 
failure. 

Recently potassium thiocyanate has en- 
joyed a rejuvenation. Some years ago, in 

*Ayman, David: Present day treatment of es- 
sential hypertension, Quart. Rev. Med., 2:190, 
1945. 
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the treatment of hypertension, its indis- 
crimate use and its administration to im- 
properly selected patients led to certain 
catastrophies which aroused a fear in the 
use of this preparation. Now it is known 
that potassium thiocyanate is a thoroughly 
safe medicament when given at the onset of 
treatment in doses of 0.2 gram three times 
daily and then reduced to twice a day after 
the larger doses have been given for three 
or four days. It is wise in ordering this 
drug to have the facilities for determining 
the blood cyanate level. This level should 
be maintained between 8-10 mg. per cent. 
Toxic symptoms do not occur until the blood 
levels are above 10-12 mg. per cent. If the 
patient’s blood level can be ascertained and 
if the patient can be kept on an adequate 
maintenance dose there will result a lower- 
ing of the blood pressure and with it a con- 
comitant diminution in the patient’s symp- 
toms. Other than potassium cyanate there 
is really no effective drug in lowering blood 
pressure. Sympathectomy has been dis- 
cussed in these editorial columns and repre- 
sents a method which may prove to be of 
value to the person suffering from a hyper- 
tension which is not only causing symp- 
toms but which may terminate prematurely 
the life of the individual. 


ORGANIZATION SECTION 


The Executive Committee dedicates this page to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contri- 
bute to the understanding and fortification of our Society. 


An informed profession should be a 


REVEILLE FOR MEDICINE 


Do you know that the Federal Government 
failed to get out of committee the famous 
Wagner Bill (S. 1161) in the 78th Con- 
gress? However, they have not given up 
their efforts and right now astute ana able 
politicians are still planning for the regi- 
‘mentation of medicine. Following an old 
political trick, seeing their inability to 
succeed with the Wagner bili, they are now 
most assuredly planning to break its dif- 
ferent provisions into strong and far-reach- 
ing bills, introduced under different nomen- 


clature. Let us look at the record to prove 
these assertions. 


A. Recently Represemtative Dingell, 
from Michigan, introduced H. B. 395 which 
is a duplicate of the original Wagner bill 
with the exception of providing for the 
individual selection of physicians and some 
other minor changes. Thus, they still have 


hope of being successful in these broad so- 
cial security regulations covering benefits 
from the cradle to the grave. 

B. Recently as a result of a study made 
by the subcommittee of the Committee on 
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Education and Labor, there has been intro- 
duced Senate Bill 191 known as the Hill- 
Burton bill, appropriating five hundred 
million dollars for a survey over the United 
States to ascertain the needs of hospitals. 
It also provides, upon request, for the con- 
struction and establishment of hospitals, 
clinies and laboratories in states where such 
facilities are shown to be needed. 


C. H. R. 2550, known as the neuro- 
psychiatric unit bill, provides for the estab- 
lishment in Bethesda of a national psychia- 
tric. unit for the training of specialists and 
treatment of mental diseases. It also pro- 
vides for the establishment of mental hos- 
pitals in the various states on state levels— 
same to be approved by the Surgeon Gen- 
eral of the United States Public Health 
Service. 

D. We have recently reviewed, with a 
great deal of interest, the great expansion 
of the Children’s Bureau in the medical 
field. They are not satisfied with the ad- 
vance on medicine recently made by the 
EMIC plan but are planning to enlarge 
their handling of our problems. 

Most of these bills and activities are dis- 
guised under the exigencies of war and as 
an aid for returning veterans. (Let us not 
be deceived or lulled, by patriotism, into a 
sense of security.) Their experts work 
while we are sleeping or trying to keep up 
with the heavy duties incident to the de- 
pletion of medical men for civilian prac- 
tice. All of these provisions, except in the 
Children’s Bureau, are to be supervised, 
controlled, dominated and enforced by the 
Surgeon General of the United States Pub- 
lic Health Service, just as these features 
were provided for in the original Senate 
Bill 1161, the Wagner bill. 


May I direct your attention to a few 
weaknesses in their policy so far estab- 
lished? Have they not really forgotten the 
basic A B C’s of good health which are so 
basically an essential factor in maintain- 
ing in our youths a healthy and robust 
body? Why is it that they are so intent on 
taking over the practice of medicine when 
they have failed so ignominiously and out- 
standingly in their obligations to the people 


in this basic essential hygienic factor? I 
have reference to the neglect of our citizens 
in regard to good homes, good food, good 
personal hygiene, good community hygiene, 
freedom of polution of streams and relief 
from infestation by insects, such as flies, 
mosquitoes, etc., which we know to be a 
basic factor in the dissemination of dis- 
eases, particularly those occurring in the 
early ages of childhood. If they, by ill fate, 
are given the opportunity to take over the 
practice of medicine, we have a real, prac- 
tical outstanding example of what to antici- 
pate from such a bureaucratic form of su- 
pervision. Recently we have all been read- 
ing in the lay press and special periodicals 
severe criticism of the Veterans Adminis- 
tration for their dismal failure and neglect 
in not supplying adequate medical care and 
proper hospital service to our veterans. 
What an indictment, if true, against a truly 
federalized agency—a reflection of what to 
expect of over-all control of medicine by 
Washington. This has proved a great 
shock to proponents of federalized medi- 
cine. They are scattering nither and yon 
to cover up and counteract the damage 
to their prestige which may prove to be a 
tempest in a teapot. 


This surely is not an acute condition. The 
bureau has been in operation for over 


‘twenty-five long years. It should have 


reached its height of perfection and useful- 
ness. Their hospitals have fallen far short 
in mortality and morbidity rates of certain 
diseases; for example, tuberculosis and 
mental cases, in comparison with great 
progress made by private or state-owned 
institutions. In view of this evidence, can 
we be blind to the implications of political 
regimentation of the great profession of 
medicine and what it will mean to the pub- 
lic at large and to the disintegration of 
adequate medical services? Likewise, we 
have witnessed the great dissatisfaction 
with the EMIC plan emanating from the 
Children’s Bureau; the failure of the ve- 
nereal disease program; the reflection on 
the infantile paralysis program, all of 
which, except the EMIC, have been abso- 
lutely under Government control. It means 
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that in their blindness for the control of 
medicine they think they see the mote in the 
eyes of medicine but fail to see the great 
big one in their own eyes. This must have 
been so large and devastating as not only 
to produce blindness but a total loss of sen- 
sations and judgment in their failure to 
provide an adequate preventive medicine 
program. You hardly ever hear of the great 
accomplishments of preventive medicine. 
Formerly, we were taught that if pre- 
ventive medicine was properly admin- 
istered there would be very little need for 
doctors. Diseases of man would be ex- 
terminated. But this would mean lots of 
work and a small political kick-back— 
hence no interest for Uncle Sam. 

In our recent selective service statistics, 
the medical profession is accused of having 
failed in their responsibility because four 
million draftees were rejected for physical 
unfitness, as far as fighting was concerned. 
The whole responsibility is placed in the lap 
of the medical profession. Let us analyze 
these false statements. Do you know that 

_this country is now enjoying the greatest 
era of prosperity and health ever enjoyed 
by any nation? In spite of government 
neglect of basic factors of good health and 
gross neglect in the application of the basic 
A B C’s of hygiene and sanitation, which 
after proper application would have given 
us an energetic and healthy stock, the 
record of the medical profession and our 
mortality and morbidity rates have reached 
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an all time low. May I ask, what would 
have been accomplished if the Government 
had performed its duty in the application 
of the A B C’s of hygiene and sanitation? 


You should know that the Congressional 
Committee recently appointed by the Ex- 
ecutive Committee of the Louisiana State 
Medical Society is giving serious thought 
and study to the above problems. They are 
interested especially in a new federaliza- 
tion bill S. 395. They also have apprehen- 
sions that there may be introduced by Sena- 
tors Wagner and Murray, in cooperation 
with Representative Dingell, an entirely 
new bill for federalization of medicine mak- 
ing provisions for all of the above activi- 
ties under one heading. From _ recent 
Associated Press reports it was stated that 
President Truman would,support such a 
measure. This committee very shortly 
will reach some definite conclusions as to 
the attitude of the State Medical Society in 
relation to these problems. You may rest 
assured that they are endeavoring to map 
out some policy which will be most effective 
in counteracting these nefarious bills pro- 
posing to federalize or disorganize the 
present American way of practicing medi- 
cine. 


Late information from the American 
Medical Association states that Senator 
Wagner introduced his new social security 
bill on Thursday, May 24. 


TRANSACTIONS OF ORLEANS PARISH MEDICAL SOCIETY 


CALENDAR OF MEETINGS 
June 4. Board of Directors, Orleans Parish 
Medical Society, 8 p. m. 
June 5. Eye, Ear, Nose and Throat Staff, 8 
p. m. 
June 6. Clinico-pathologic Conference, Marine 
Hospital, 7:30 p. m. 
Mercy Hospital Staff, 8 p. m. 
June 7. Clinico-pathologic Conference, Touro In- 
firmary, 12 noon. 
Executive Committee, Baptist Hospital, 
8 p. m. 
June 11. Scientific meeting, Orleans Parish Med- 


ical Society, 8 p. m. 


June 13. Touro Infirmary Staff, 8 p. m. 
Woman’s Auxiliary, Orleans Parish 
Medical Society, Orleans Club, 3 p. m. 
June 15. I. C. R. R. Hospital Staff, 12:30 p. m. 
June 18. Hotel Dieu Staff, 8 p. m. 
June 19. Charity Hospital Medical Staff, 8 p. m. 
June 20. Clinico-pathologic Conference, Marine 
Hospital, 7:30 p. m. 
Charity Hospital Surgical Staff, 8 p. m. 
June 21. Clinico-pathologic Conference, Touro In- 
firmary, 12 noon. 
June 22. L. S. U. Faculty, 8 p. m. 
June 25. Board of Directors, Orleans Parish 


Medical Society, 8 p. m. 
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June 26. Baptist Hospital Staff, 8 p. m. 

June 27. French Hospital Staff, 8 p. m. 

June 28. DePaul Sanitarium Staff, 8 p. m. 
June 29. New Orleans Hospital Dispensary for 


Women and Children Staff, 8 p. m. 


The May scientific meeting of the Society was 
presented by members of the Charity Hospital 
Staff. Drs. Manuel Garcia and J. V. Schlosser 
read a paper on The Treatment for Carcinoma of 
the Cervix at Charity Hospital—Analysis of 716 
Patients—Three-Year and Five-Year End Results; 
discussion of this paper was opened by Drs. H. 
W. Kostmayer, Charles Dunlap and Rudolph 
Matas; Dr. John Adriani spoke on Some Hazards 
of Anesthesia; An Interesting Obstetrical Case 
Report was presented by Dr. Claude Callender; 
and Dr. J. A. Rickles spoke on Multiple Common 
Duct Stones—Case Report of Patient with Twenty- 
six Common Duct Stones. 


The next scientific meeting of the Society ‘will 
be held Monday, June 11; the program will be 
presented by members of the Faculty of the L. S. 
U. Medical School. 


NEWS ITEMS 
Drs. Oscar Bethea and C. L. Brown were re- 


cently elected to the Board of Directors of the 
Rotary Club of New Orleans. 


Drs. O. P. Daly and Lewis E. Jarrett were 
elected to the Board of Trustees of the Louisiana 
Hospital Association at a recent meeting of that 
organization. 


Dr. Joseph A. Danna was appointed by Mayor 
Maestri to replace James Brodtman on the New 
Orleans Housing Authority. 


Drs. Joseph A. Danna, Val Fuchs, and C. Walter 
Mattingly were re-elected directors of the New 
Orleans Chapter of the American Red Cross. 


Dr. Louis J. Dubos has been appointed pre- 
employment medical examiner and consultant in- 
ternist for the Southern District of the Texas Oil 
Company. 


Congratulations to Dr. and Mrs. M. J. Duffy, 
who have a new son. 


Drs. Thomas Findley, M. L. Michel and J. D. 
Rives held a wartime postgraduate meeting (re- 
gional staff of Camp Plauche and Camp Claiborne) 
at Camp Polk at Leesville, April 9. Dr. Findley 
gave two papers: (1) Surgical Treatment of Hy- 
pertension; (2) Treatment of Thyrotoxicosis. Dr. 
Michel presented a paper on Intestinal Obstruc- 
tion, and gave a dry clinic on Vascular Diseases 
of the Extremities. Dr. Rives gave a dry clinic 


on Gallbladder Diseases, Thyroid Diseases, and 
Carcinoma of the Colon. 


Dr. Grace Goldsmith was recently elected presi- 
dent of the Stars and Bars Chapter of Alpha 
Omega Alpha; Dr. E. Z. Browne was re-elected 
secretary-treasurer. 


Dr. Jeanne Roeling-Hanley was elected second 
vice-president, and Dr. Ada Schwing Kiblinger 
member of the Board of Directors of the New 
Orleans Quota Club at a meeting of that organi- 
zation held April 21. 


Dr. Thomas S. Kavanagh was recently esteemed 
lecturing knight of the New Orleans Lodge of 
Elks. 


Dr. Waldemar R. Metz was guest speaker at the 
meeting of the New Orleans Dental Association 
which was recently held at the Marine Hospital. 
Dr. Metz spoke on, “Harelip and Cleft Palate Sur- 
gery and Its Relation to Dentistry.” 


Dr. H. R. Unsworth has been appointed attend- 
ing specialist in neuropsychiatry at the United 
States Marine Hospital in Carville. 


Dr. Julius Lane Wilson was re-elected president 
of the Louisiana Tuberculosis Association at the 
annual meeting of that organization held at the 
Jung hotel April 17. Other officers elected were: 
Drs. Chester A. Stewart and Sydney Jacobs, vice- 
presidents; Drs. R. Alec Brown, Maurice Cam- 
pagna, O. P. Daly, Joseph A. Danna, Edgar Hull, 
John H. Musser, I. L. Robbins and John M. Whit- 
ney to the executive committee. 


Drs. Ralph Platou and Edwin L. Zander were 
elected to the Board of Directors of the Social 
Hygiene Association of New Orleans at an annual 
meeting of that organization, April 24. 


Dr. George W. McCoy attended a meeting of the 
District of Columbia Basic Science Examining 
Board, in Washington, April 27. 


Dr. Charles A. Bahn attended a conference 
devoted to problems of industrial ophthalmology 
sponsored by Columbia University College of Phy- 
sicians and Surgeons in co-operation with the 
Society for the Prevention of Blindness. The con- 
ference was held at Columbia University Medical 
Center, New York, May 7-11. 


Congratulations and best wishes to Dr. John B. 
Plauche, who was recently married. 


DR. BETHEA HONORED BY HOSPITAL 


At a recent meeting of the board of directors of 
Baptist Hospital, Dr. Oscar W. Bethea was pre- 
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sented with a silver plaque in recognition of his 
19 years of professional services to the hospital. 
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MEDICAL TOASTMASTERS 

At recent ceremonies of the Medical Toastmas- 
ters, at which time the Charter of Toastmasters 
International was presented, Dr. Daniel J. Murphy 
was elected president; Dr. P. L. Querens, vice- 
president; Dr. Eugene Countiss, secretary-treas- 
urer; Dr. C. J. Tripoli, sergeant-at-arms; Dr. 
Charles Bahn, deputy governor. Dr. Val Fuchs, 
out-going president, was presented with a silver 
bowl. 


NEWS OF MEMBERS IN MILITARY SERVICE 


Major Hardee Bethea has recently returned from 
overseas duty. He is now stationed at Regional 
Hospital, Camp Swift, Texas. 


Edward S. Bres, Jr., an intern member, was 
recently placed on the military rolls of the Society. 
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AMERICAN RED CROSS WAR FUND 
The physicians went over the top in the recent 
campaign to raise funds for the American Red 
Cross. Our quota was set at $10,000; the amount 
reported through the Physicians Division was 
$10,200. 

We wish to thank you for your generosity. 
Cc. J. BROWN, M. D., Chairman, 

Physicians Division 


DE PAUL SANITARIUM STAFF MEETING 

The following report was received from Dr. 
Louis J. Dubos, Secretary: 

The regular monthly meeting of the Medical 
Staff of De Paul Sanitarium was called to order at 
8:10 p.m. with Drs. Golden, Blum, Holbrook, Otis, 
May, Unsworth, Thompson, Watters, H. Colomb, 
A. Colomb, Friedrichs and Dubos in attendance 
and Connely and Anderson excused. 

The scientific part of the program started with 
Dr. Holbrook presenting Case No. 3817(Mrs. A. L.) 
white, female, age 64 years and diagnosed involu- 
tional melancholia. She had been sick for about 
one month previous to admission to De Paul, great- 
ly disturbed, agitated, depressed and worried over 
her three sons in the service. After ten electro- 
shock treatments she greatly improved, showing 
now only memory defect. This case was discussed 
in detail by Drs. Golden and Otis. 


Next Dr. Holbrook presented Case No. 3717 
(Mrs. B. P.) an extremely obese, white female, 
57 years of age, who was mentally ili in 1927 for 
eight months but who recovered. On January 27, 
1945, she again became ill; was suspicious, fright- 
ened and melancholic and attempted suicide by 
slashing her wrists and neck with a razor, after 
which she was transferred to De Paul. Physical 
examination revealed marked ovesity, cardiac hy- 
pertrophy and a hypertension of 250/120. After 
combined medical and electroshock therapies she 
seems much improved, blood pressure dropped to 
160/80 and although still somewhat manic she 
seems clear at times and was practically normal 
for one day. This case was discussed by Drs. 
Golden, Dubos, Watters, A. Colomb and Otis with 
some difference of opinion between the diagnoses 
of manic depressive vs. arteriosclerotic psychoses. 

Dr. Unsworth next briefly summarized three 
clinical cases seen at other private institutions, 
illustrative of psychosomatic medicine. All proved 
extremely interesting. 

Dr. Friedrichs, Chairman of the Library Com- 
mittee, stated that he had written a letter to the 
various Staff Members asking for suggestions re- 
garding library material but up to the present 
time he has received no answers. Dr. Holbrook 
voiced the opinion that standard works and mono- 
graphs would form a firm foundation on which to 
build and Dr. Friedrichs concluded by stating that 
another meeting of his Committee would be held 
before the next Staff Meeting. 

Dr. Otis then read the reports of the Records 
Committee which proved satisfactory. 

Next Drs. Holbrook and H. Colomb of the Spe- 
cial Liaison Committee said that two meetings had 
been held by them and they suggested running an 
advertisement in the Southern Medical or the New 
Orleans Medical and Surgical Journal with a spe- 
cial footnote outlining the rules and regulations 
regarding admissions to De Paul. Dr. Otis ob- 
jected to this suggestion on the grounds that it 
might be construed by some as publicity. He pre- 
ferred mailing a printed brochure to the various 
physicians, and Sister Anne arose to state that she 
too favored a neatly printed brochure with the 
names of the Staff Members and Consultants 
included thereon and the rules and regulations 
therein. 

There being no further business, the meeting 
was adjourned at 10:15 p.m. followed by the 
serving of sandwiches and refreshments. 


LOUISIANA STATE MEDICAL SOCIETY NEWS 
CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society Date Place 
East Baton Rouge Second Wednesday of every month Baton Rouge 
Morehouse Second Tuesday of every month Bastrop 
Orleans Second Monday of every month New Orleans 
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Ouachita First Thursday of every month Monroe 
Rapides First Monday of every month Alexandria 
Sabine First Wednesday of every month 

Second District Third Thursday of every month 

Shreveport First Tuesday of every month Shreveport 
Vernon First Thursday of every month 


OUACHITA PARISH MEDICAL SOCIETY 


The foilowing officers for 1945 were recently 
elected by the Ouachita Parish Medical Society: 
President, Dr. George A. Varino; Vice-President, 
Dr. W. E. Jones; Secretary-Treasurer, Dr. Wil- 
liam L. Bendel, all of Monroe. 
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IBERVILLE PARISH MEDICAL SOCIETY 


The annual meeting of the Iberville Parish Medi- 
cal Society was held at the home of its President, 
Dr. Edward C. Melton. The following officers were 
elected: President, Dr. Simon C. Levy; Vice-Presi- 
dent, Dr. R. D. Martinez; Secretary-Treasurer, 
Dr. R. J. Spedale. 

Rhodes J. Spedale, M. D., 
Secretary-Treasurer 


NEWS ITEMS 


Among other speakers on the program of the 
Louisiana Tuberculosis Association was Dr. P. T. 
Talbot, Secretary-Treasurer of the Louisiana State 
Medical Society, who gave a talk to the attendants 
at the meeting. 


Dr. H. O. Colomb recently addressed the Junior 
League of New Orleans on the problems of mental 
health in Louisiana. 

Scholarships have been offered by the National 
Foundation for Infantile Paralysis for training of 
physical therapists. The Surgeon Generals of the 
Army and Navy both point to the inadequacy of 
the present supply of physical therapists who will 
be needed more and more as the wounded return 
from fighting areas. Applications for scholarships 
should be made to the National Foundation, 120 
Broadway, New York 5, New York. 


The next written examination for Fellowships 
in the American College of Chest Physicians will 
be held in Chicago, June 16. 


Dr. Francis James Cox, Fellow in Orthopedic 
Surgery and head of the Orthopedic Division of 
the Tulane Base Hospital No. 24, has been pro- 
moted to the rank of colonel. Colonel Cox came to 
New Orleans in 1940 after having been a resident 
in orthopedics in the Hospital for Ruptured and 
Crippled Children in New York, followed by a six 
months’ residence at the Hillman Hospital, Bir- 
mingham. He has been with the unit since the 
time of its organization. 


Dr. George E. Burch, Associate Professor of 
Experimental Medicine, Tulane University School 
of Medicine, New Orleans, La., has been appointed 
Civilian Consultant to the Surgeon General for 
diseases of peripheral blood vessels with particular 
emphasis on trench foot and allied conditions. 


Lieut. Col. Michael E. DeBakey, MC, Chief of 
the General Surgery Branch, Surgical Consultants 
Division, Office of the Surgeon General, returned 
this month from an overseas observation tour which 
included Italy, France, Germany and England. 


COLONEL ODOM HONORED 

Charles B. Odom has been awarded the Bronze 
Star Medal. The citation read as follows: 

“Colonel Charles B. Odom, 9480718, Medical 
Corps, Headquarters Third United States Army. 
For heroic achievement in connection with military 
operations against an enemy of the United States 
in Germany. On 6 April 1945, Colonel Odom, As- 
sistant Surgeon, Headquarters Third U. S. Army, 
voluntarily undertook a daring mission behind 
enemy lines to give medical aid to wounded allied 
prisoners held in a prisoner of war camp at Ham- 
melburg, Germany. Traveling at night by quarter- 
ton truck braving enemy sniper and mortar fire 
and the constant threat of ambush he reached the 
camp successfully and aided a Serbian medical 
officer in treating the wounded. The courage and 
skill and loyal devotion to duty Colonel Odom dis- 
played are in keeping with the highest traditions 
of the military service. 

“By command of Lieutenant General Patton.” 

At an Inter-Allied Conference on War Medicine 
convened by the Royal Society of Medicine, and of 
which H. M. The King was Patron, Colonel Odom 
spoke on “Vascular Surgery in U. S. Army Ech- 
elons.” 


0. 


THE CIRCLE 

Election to membership in the Circle, under- 
graduate honor scholastic society at Louisiana 
State University School of Medicine, was announced 
at a meeting April 25, 1945, at which Dr. Norman 
Conant, Associate Professor of Bacteriology and 
Mycology at Duke University School of Medicine, 
was the guest speaker. 

New members from the junior class are David 
W. Aiken, Joe F. Simpson and Dorothy J. York. 
New members from the senior class are Walter J. 
Hollis, Edwin Byer, Harold J. Jacobs, William R. 
Scarborough and James C. Burns. 

Dr. P. Jorda Kahle, Professor and Director of 
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the Department of Urology at the School of Medi- 
cine, was elected an honorary member and was 
guest speaker at the banquet held by the Circle 
at 8:00 p. m. April 25. 

Dr. Donald Duncan, Professor of Anatomy, was 
elected to membership on the Faculty Advisory 
Committee of the Circle. 
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SOUTHERN BAPTIST HOSPITAL 


The regular monthly meeting of the staff of 
Baptist Hospital was held Tuesday, April 24. The 
program consisted of a most interesting presenta- 
tion of cases by the residents and interns. Follow- 
ing this there was a talk on parenteral amino acid 
therapy by Mr. Daniel R. Borgen, research chemist 
of Baxter Laboratories. In a discussion of the 
death report special emphasis was placed on the 
Waterhouse-Friederichsen syndrome and agranu- 
locytosis resulting from thiouracil medication. 
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TOURO INFIRMARY 


The regular monthly meeting of the Medical 
Staff of Touro Infirmary was held Wednesday, 
May 9, at 8 p.m. The program was put on by the 
resident staff. The clinico-pathologic conference 
was held under the supervision of Dr. Charles 
Miller, with a discussion by Dr. George Schneider. 
Following this, Dr. Edward Crawford gave a case 
report of plasmochin poisoning. Dr. Irving Levin 
gave a preliminary report on the intravenous use 
of histamine diphosphate in peripheral vascular 
disease. Dr. Theo Middleton reviewed the cases of 
ectopic pregnancy admitted to the hospital for 
1943-44. His presentation was entitled “The Diag- 
nosis of Ectopic Pregnancy.” 


CHARITY HOSPITAL VISITING STAFF 

The Medical Division of the Charity Hospital 
Visiting Staff held a meeting May 15 in the audi- 
torium, to which the following program was pre- 
sented: Case presentation by Dr. Chirino with 
discussion by Dr. G. Burch; case presentation by 
Dr. Gordon Nix with discussion by Dr. Sydney 
Jacobs; a case of Banti’s disease by Drs. C. A. 
Stewart and J. Colley. 
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RESOLUTION REGARDING PRESCRIBING 


Resolution adopted by the House of Delegates at 
the annual meeting in 1944, directed to the chair- 
man of the Committee on Medical Education: 

Whereas, An inspection of the prescription files 
of drugstores reveals in many instances carelessly 
written or composed prescriptions. 

Whereas, In the examination of the Louisiana 
State Board of Medical Examiners a woeful lack 
of knowledge of the important drugs and dosages, 
is noted. 

Whereas, These factors cause much criticism and 
reflection on the medical profession as a whole. 

Be It Resolved that the Louisiana State Medical 
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Society refer these resolutions to the Committee 
on Medical Education with the recommendation 
that the Committee endeavor to increase interest 
and study of materia medica and therapeutics in 
our colleges and profession. 


DOCTOR NEEDED 


A doctor is needed in Iberia Parish to take over 
the practice of medicine in two industrial plants. 
Outside practice is permitted, with a basic salary 
of $385.00 per month for treating employees. There 
is free office space, fully equipped; also one nurse 
for an assistant, and a nice home furnished for 
$25.00 per month. Anyone interested should get in 
touch with the office of the Journal, 1430 Tulane 
Avenue, New Orleans 13. 


INFECTIOUS DISEASES IN LOUISIANA 


The morbidity report of the Louisiana State 
Department of Health showed that for the week 
ending April 7 there were reported the following 
diseases in numbers greater than 10: Sixty-nine 
cases of tuberculosis, 28 of malaria, 27 of mumps, 
24 of scarlet fever, 20 of chickenpox, 19 of measles, 
and 18 of influenza. The following week closing 
April 14 showed that there were reported 37 cases 
of measles, 36 of pulmonary tuberculosis, 35 of 
malaria, 20 of chickenpox, 16 each of influenza 
and unclassified pneumonia, and 13 of scarlet fever. 
The majority of the malaria cases were not re- 
ported from military sources, only 12 as a matter 
of fact. By parishes 18 of these cases came from 
Jackson Parish and 13 from Grant. There was also 
listed this week two cases of endemic typhus fever. 
For the following week there were only five dis- 
eases listed in numbers greater than 10, namely, 
37 cases of measles, 24 of pulmonary tuberculosis, 
23 of malaria, 19 of mumps, and 14 of unclassified 
pneumonia. This week there were 19 cases of ma- 
laria listed from military sources, all of them 
contracted outside of Continental United States. 
For the week which terminated April 28 malaria 
led all reportable diseases with 65 cases. However, 
19 of these were contracted outside of Continental 
United States; the remainder were contracted in 
this country. Most of them, 40 in all, were re- 
ported from Jackson Parish. Next in order in 
frequency was measles with 57 cases, followed by 
tuberculosis 41, influenza 21, hookworm and un- 
classified pneumonia 18 each, chickenpox 16, scarlet 
fever 15, and mumps 12. For the first time in a 
long while a case of smallpox was recorded, appar- 
ently arising in East Baton Rouge Parish. There 
were six cases of typhus fever. So far this year 
typhus fever and typhoid fever have the same 
incidence. 


HEALTH IN NEW ORLEANS 


The Bureau of the Census, Department of Com- 
merce, reported that for. the week ending April 14 
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there were 123 deaths in the City of New Orleans, . 


divided 81 white, 42 colored, and of these total 
deaths six were in children under one year of age. 
This is a slight increase in the number of deaths 
occurring in the previous week and slightly above 
the three-year corresponding week average. For 
the week which closed April 21 there was a sharp 
drop in the number of deaths, only 100 occurring 
in New Orleans separated 64 white, 36 colored, 
with eight infant deaths. The number of deaths 
was way below the three-year corresponding aver- 
age. For the week ending April 28 there were 121 
deaths in the city of whom 98 were white people 
and 43 colored. Seven of the deaths were in chil- 
dren under one year of age. For some peculiar 
reason the three-year average for this particular 
week is 150 deaths in the city, whereas in the next 
week there were only 115 in the City of New 
Orleans. The first week in May revealed the deaths 
of 127 patients in New Orleans, divided 84 white, 
43 colored, and 11 in infants under one year of age. 
V-E DAY MEANS BIGGER TASK FOR 
ARMY MEDICAL DEPARTMENT 


The ending of hostilities in Europe means that 
the doctors, nurses, technicians and other personnel 
who comprise the Army Medical Department will 
now begin an even bigger job than they have been 
doing which means there is no immediate prospect 
for the general release of personnel, Major Gen- 
eral Norman T. Kirk, the Surgeon General, de- 
clared on V-E Day. 

The Medical Department, he pointed out, not 
only must continue to care for the sick and wound- 
ed but must make immediate preparations for the 
redeployment of troops to the Pacific or this 
country. 

One of the biggest tasks will be to give physical 
examinations to some 3,500,000 soldiers before they 
leave Europe. In addition, a goal of 90 days has 
been set in which to evacuate the sick and wounded 
from the European theater to this country. Then 
there will be the final matter of redeploying the 
Medical Department personnel and equipment. 

Soldiers whose condition necessitates a medical 
discharge will be given further treatment and nec- 
essary examinations in the United States. All sol- 
diers, prior to discharge from the service, will be 
screened for tuberculosis, syphilis and other dis- 
eases, and for possible strains and other physical 
defects. Thus hospitals here will probably be oper- 
ating at capacity with a critical need for medical 
personnel for many months to come. 

“Practically all officers and men in the Medical 
Department came in for the emergency,” said the 
Surgeon General, “and so far as we are concerned 
the emergency is far from being over.” 


“SOCIAL SECURITY” NEEDLE 
Editorial comment has been made in the past in 
reference to the enormous taxation that will be 


necessary to carry out many of the proposed social 
security benefits. To substantiate what has been 
written, we would like to reproduce an editorial 
that appeared in the Times-Picayune on May 18 
under the above caption: 

“Senator Wagner is reported to be preparing to 
introduce bills for vast expansion of the so-called 
‘social security’ program. If the outline given of 
his plans is correct, they mean the imposition of 
new gross income taxes, on top of war taxes, of 
three per cent, both for employers and employes. 
The field of taxation would be extended to 15,000,- 
000 persons employed in domestic and farm work 
and in nonprofit institutional work, and to their 
employers; and likewise to the self-employed. 

“Part of the extra tax money, under these re- 
ported proposals, would be used to finance in- 
creases in current unemployment, old-age and aid 
outlays—provision of medical and hospital care to 
all workers and their families; increase of weekly 
unemployment payments to $30; provision of both 
temporary and total disability payments; and re- 
duction of the old-age eligibility requirement for 
women from 65 to 60 years. 

“The part of the increased revenues which would 
go to current disbursements is not given. It can 
readily be increased, under the inflationary mania, 
by rising costs and continual upward revision of 
the benefit payments. The last process is a bucket 
without a bottom, or a cone without a top, once 
the pressure begins. 

“Theoretically the increased benefits proposed 
could be provided temporarily from the accrued 
social security ‘fund.’ There is however no such 
fund in cash, or productive property; it exists in 
bonds which are serviced by current taxation. 
Every dime of the proposed increased ‘social se- 
curity’ taxes over and above current disbursements 
will go into the same fund. Proceeds from that 
investment will be spent for other current govern- 
ment needs and obligations. 

“Thus all surplus from the heavy ‘social security’ 
taxes will become government revenue, expended 
for general purposes on the current scale of high 
costs and prices. Should the fund itself ever be 
called upon to meet a real unemployment emer- 
gency, the people will find that to liquidate and 
make available the bonds, ‘all’ they will have to do 
is pay the necessary extra taxes to liquidate them. 
They wili tax themselves all over again to sustain 
their unemployed et al. The name of ‘security’ for 
the latter has been taken in vain long enough.” 


DR. JAMES THOMAS NIX 
(1887-1945) 

One of New Orleans’ distinguished physicians 
died Thursday, May 17. Dr. James T. Nix was 
known not only in New Orleans but throughout the 
state. At various times he was the dean of the 
Louisiana State University Graduate School of 
Medicine, director of the Tumor Clinic at Charity 
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Hospital, medical director of Higgins Industries, 
Inc., past president of the Catholic Physicians’ 
Guild, past president of the Orleans Parish Medi- 
cal Society and a vice-president of the Louisiana 
State Medical Society. Dr. Nix was an honorary 
life fellow of the American College of Surgeons 


Ly. 


Book Reviews 


and had been knighted by the Pope into the Civil 
Order of St. Gregory. One of the most active 
physicians in New Orleans, Dr. Nix was a forceful, 
able surgeon and leaves behind him a heritage of 
splendid accomplishments. 


BOOK REVIEWS 


Clinical Heart Disease: By Samuel A. Levine, 
M. D., F. A. C. P., Philadelphia and London, 
W. B. Saunders Company, 1945. 3rd ed.. Rev. 
462, illustrations. Price, $6.00. 


Dr. Levine is unique among medical authors for 
his lucid and entertaining style. The fact that a 
third edition of this very popular book has been 
published is ample testimony of the value and the 
favorable reception. accorded everywhere by the 
medical profession to the preceding editions. Dr. 
Levine has brought the book up-to-date with the 
recent developments in cardiovascular disease. It 
can be highly recommended to the clinician and 
student alike as a reliable authority on the subject. 

Roscoe L. PULLEN, M. D. 


Atlas of the Blood in Children: By Kenneth D. 
Blackfan, M. D. and Louis K. Diamond, with il- 
lustrations by C. Merrill Leister, M. D. New 
York, The Commonwealth Fund, 1944.  Illus., 
pp. 320. Price, $12.00. 

The origin of the cellular elements of the blood 
is described in the opening chapter. The poly- 
phyletic theory of Sabin is followed. The erythro- 
cytes in anemia are classified on a cytological basis; 
that is, according to size and hemoglobin content. 
Their classification on this basis consists of five 
groups. Each type of anemia in each group is 
then discussed following a standard form which 
consists of definition, theories as to etiology, symp- 
toms and signs, laboratory data, diagnosis, course 
and prognosis, and treatment. A typical case re- 
port is then given. 

Erythroblastosis fetalis is covered in detail. The 
significance of leukocytosis and leukopenia is dis- 
cussed. Infectious mononucleosis is then described 
following the outline given above. Leukemia is 
discussed with little attempt at classification, the 
different types being illustrated by case reports. 
Diseases of the platelets are described using the 
usual outline. 

An extensive 13 page bibliography is included. 
Seventy plates by Dr. Leister are presented, each 
with a complete key. These plates illustrate matu- 
ration of red cells, white cells, and platelets, and 
each of the diseases discussed in the subject mat- 
ter. The plates are grouped together in the back 
of the book with an index. 

The subject matter is brief but well presented. 
It should appeal to the pediatrician, for the meth- 
ods of diagnosis, interpretation of blood findings 


“nor space. 


and treatment are complete enough for most of the 
blood dyscrasias in children. The plates should be 
of particular interest to the hematologist. Cellu- 
lar cytology, as seen in smears stained by Wright’s 
method, is accurately reproduced. The grouping 
of the plates in the back of the book makes them 
very accessible. 
F. C. COLEMAN, M. D. 


Patients Have Families: By Henry B. Richardson, 
M. D., F. A. C. P., New York, N. Y., The Com- 
monwealth Fund, 1945. Pp. 408. Price, $3.00. 


This volume emanating from the department of 
preventive medicine and public health of Cornell 
University will probably achieve the author’s aim 
in stimulating social and welfare workers to reali- 
zation of the “extraordinary” fruitfulness of the 
understanding of the family unit. The prepara- 
tion of this work must have required unusual 
thought and a thoroughness of survey for it is 
most meticulous in detail. The reviewer is im- 
pressed with the extensive evaluation of each angle 
of conflict which in our social and economic struc- 
ture contributes to disease. 

It is rare that a physician, especially an inter- 
nist or psychiatrist, is not sufficiently cognizant 
of the relation of surrounding environment to our 
patient and his reaction to disease. [t is not un- 
likely that in many instances such is given too 
great prominence in our decision. Few physicians 
will find this work interesting reading for the 
author is too impractical in his wanderings 
through family life and has not conserved thought 
The reviewer doubts that many lay 
persons, even of unusual mental endowment, could 
find the work easy or instructive reading. There- 
fore the usefulness of the work is limited to a 
relatively small group who devote their efforts to 
social and welfare work. 

To those who dwell in the intimacies of the so- 
cial and economic structure of our clinic patients 
this volume will be a source of joy as a text and 
research volume. It will be most useful in in- 
struction of students. 

What I have stated above should not be con- 
strued as criticism of the work itself for my issue 
is on the practicability as applied to the physician 
himself. The preparation, the presentation and 


the research are all remarkably well done. The sim- 
plicity of the description of behavior patterns is 
easily understandable to any reader. 


The conclu- 
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